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(drenosem 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Adrenosem helps conserve the patient’s own 
blood. Adrenosem is accepted pre-op medica- 
tion because it reduces the need for transfusion. 


Adrenosem controls excessive capillary bleed- 
ing by decreasing capillary permeability while 
promoting the retraction of the severed 
capillary ends. Adrenosem’s control of bleed- 
ing results in a clearer operative field. Reduc- 
tion of postoperative ooze and seepage results 
in fewer calls on the nursing staff. 


The safety and effectiveness of Adrenosem are 
proved by the administration of over 17 million 
doses in thousands of hospitals during the past 
7 years. There are no contraindications to Adrenosem 


at recommended dosage levels. 


SUPPLIED: For J.M. injection only—Ampuls: 5 mg., 1 
cc., packages of 5 and 100; 10 mg., 2 cc., packages of 5. 
For oral administration—Syrup: 2.5 mg. per 5 cc. (1 tsp.), 
bottles of 4 oz. Tablets: 1 mg. (s.c. orange), bottles of 50, 
and 2.5 mg. (s.c. yellow), bottles of 50. 


WRITE FOR DETAILED LITERATURE 
AND DOSAGE INFORMATION. 


“U.S. Pat. Nos. 2581850; 2506294 
THE s. cE. MassENGILL COMPANY 


Bristol, Tennessee 
New York Kansas City San Francisco 
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Cut the cost of year ‘round air conditioning 
with GAS and CARRIER absorption refrigeration 


Why pay for two separate energy sources to heat your 
hospital in winter and cool it in summer? One source — 
your gas-fired boiler — serves both purposes when you 
air-condition with Gas-operated Carrier absorption 
refrigeration. 

You cut costs with the combination of a double-duty 
boiler, the unmatched fuel economy of gas, the simplicity 
and unusually high efficiency of Carrier absorption units. 
The Carrier absorption unit has no 
major moving parts. No prime mover is 
needed. Quietly, efficiently it converts 
steam or hot water from your gas- 
Good Samaritan Hospital in Phoenix, Arizona, uses two 
Carrier absorption units served by steam from gas-fired 
boilers to supply 680 tons of refrigeration for air condi- 
tioning. Walter Klein, Chief Engineer, says: “Economy of 
operation was the key factor in selecting gas absorption 
refrigeration equipment.”’ 
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fired boiler into chilled water for cooling air in summer. 
In winter, the same boiler delivers steam or hot water 
for heating. All year long it supplies steam for steri- 
lizers, laundry and other hospital needs, using season- 
ably idle or reserve boiler capacity. And thrifty gas 
keeps fuel costs low. 

Put your heating system on a year ’round paying basis 
now with Gas-operated Carrier absorption refrigera- 
tion. For details, call your local Gas 
Company, or write to Carrier Air Con- 
ditioning Co., Syracuse 1, New York. 
American Gas Association. 


ig 4 FORHEATING & CooL 


na GAS IS GOOD BUSINESS! 


x 





s ease for HALDRONE: 


moses acetate, Lilly) 


In severe cases of SYSTEMIC LUPUS ERYTHEMATOSUS, the 


new corticosteroid, Haldrone, has demonstrated rapid remission of 


symptoms with little adverse effect on electrolyte metabolism. 
Haldrone provides predictable suppressive activity in steroid- 
responsive conditions. Suggested dosage in systemic lupus erythematosus: 


Initial suppressive dose. . 6-12 mg. daily 
Maintenance dose. . . . 4-8 mg. daily 


Supplied in bottles of 30, 100, and 500 tablets: 
1 mg., Yellow (scored) 
2 mg., Orange (scored) pone, 
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The professional medical illustrator, shown in this operating room scene with his 

sketch book, lends his particular talest to the medical world by combining artistic 

skill with scientific knowledge. An article about medical illustrators and their work 

begins on page 48. Cover photo by Arthur Leipzig. (Other photo credits in this issue | 
are on page 116.) 
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pre-wrapped, 
patient-ready dressings 
offer the same convenience 


with the important plus of guaranteed sterility. 
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LISTER’S -> 
ISTE ~ 
AR HERES 


‘ 


\ & 
J-D. HEAVY DRESSING PAK 
A PRE-PACKAGED DRESSING FOR COLOSTOMIES, ILEOSTOMIES, SUPRA- 


PUBIC CYSTOSTOMIES, GALL BLADDER OPERATIONS, AS WELL AS OTHER 
TYPES OF SURGICAL PROCEDURES INVOLVING HEAVY DRAINAGE, 


(Ga ¥ 
<g> 
TRADE MARK 


SEE OTHER $'PE FOR SUGGESTED TECHNIQUED 
STERNITY 





‘GUARANTEED UNLESS WRappER 1s PUNCTURED 
ovrer 





Specify the most trusted name in sterile dressings. 





Pd 


a a spirit of contemporary, functional 


beauty presented by Hospital Furniture, Inc. 
Space 767 presents typical furnishings from 
the Sloan Graduate Nurses Residence of the 
Memorial Cancer Center, New York City, and 
the Children’s Building of the Johns Hopkins 
Hospital, Baltimore. This complete exhibit is 
both instructional and thought provoking as 
it depicts the general decor of these new 
buildings now under construction. See the 


spirit of 767...space 767, that is. 


HOSPITAL 
FURNITURE, 
INC. 

936 Noeth, Michigan Avenue 
Chicage Il, [ling 
DIRECTION 
Colin Campbell McLean 





hashital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1961 
Sept. 25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 
MEETING AND INSTITUTE 
CALENDAR 
THROUGH FEBRUARY 1962 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


SEPTEMBER 


Montana Hospital Association, East Glacier Park (East 
Glacier Hotel) 

Hospital Engineering, Washington, D.C. (Willard Hotel) 
Central Service Administration, Chicago (AHA Headquarters) 
American Association of Hospital Consultants, Atlantic City 
(Shelburne Hotel) 

American Association for Hospital Planning, Atlantic City 
(Dennis Hotel) 

American College of Hospital Administrators, Atlantic City 
Convention Hall) 

American Association of Nurse Anesthetists, Atlantic City 
(Convention Hall) 

63rd Annual Meeting, American Hospital Association, At- 
lantic City (Convention Hall) 


. 8 American Society of Clinical Pathologists, Seattle (Olym- 
pic Hotel) 


OCTOBER 


Hospital IL dry Manag t and Operation, Baltimore 
(Lord Baltimore Hotel) 

American College of Surgeons, Clinical Congress, Chicago 
(Conrad Hilton Hotel) 

American Nursing Home Association, Cleveland (Pick-Carter 
Hotel) 


National Federation of Licensed Practical Nurses, Inc., St. 
Paul (Saint Paul Hotel) 


Saskatchewan Hospital Association, Regina (Hotel Sas- 
katchewan) 


American Association of Medical Record Librarians, Phila- 
delphia (Benjamin Franklin Hotel) 
Nursing Service Administration, Chicago (AHA Headquarters) 


Hospital Association of Rhode Island, Providence (Sheraton- 
Biltmore Hotel) 


Associated Hospitals of Alberta, Calgary (Hotel Palliser) 
Utah State Hospital Association, Salt Lake City 

Vermont Hospital Association, Burlington (Vermont Hotel) 
Hospital Safety and Insurance, Dallas, Tex. (Adolphus Hotel) 
Missouri Hospital Association, St. Louis (Sheraton-Jefferson 
Hotel) 

Association of Delaware Hospitals, Dover 

Nebraska Hospital Association, Lincoln (Cornhusker Hotel) 
National Council on the Aging, New York City 

Idaho Hospital Association, Boise (Elks Lodge) 


Staffing Departments of Nursing, Cincinnati (Sheraton-Gibson 
Hotel) 


American Dental Association, Philadelphia (Sheraton Hotel 
and Convention Hall) 


South Dakota Hospital Association, Sioux Falls (Sheraton- 
Cataract Hotel) 

17-19 British Columbia Hospital Association, Vancouver (Hotel 
Vancouver) 

19-20 Arizona Hospital Association, Phoenix (Ramada Inn) 


19-21 West Virginia Hospital Association, Morgantown (Morgan 
Hotel) 


22-24 Oregon Hospital Association, Eugene (Eugene Hotel) 
(Continued on page 8) 
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wear-ever beauti-trays 


on the floor. Wear-Ever’s tough, permanently bonded vinyl cuts clatter. Wear-Ever’s inner core of lightweight aluminum 
adds almost nothing to the over-all load. 

Smart-looking finishes fit any color decor—withstand scratches, spilled alcohol, acids, etc. Take your pick: gray 
linen vinyl inside, and coral bottom; suntan inside, and brown bottom; or colorful aqua, top and bottom. 


Rack ’em up. Stack ’em up. Drop ’em 


mail coupon today 


WEAR-EVER Aluminum, Inc. H-9 
New Kensington, Pa. 


Send me full information on all Wear-Ever 
Service Trays. 


School Lunch Cafeteria 
Size (1634 x 12”) 


(or, « 154") Waitress Si Bus B 

( x 4 autress Size : us DOY 

oh beh (25Y%4 x 201%6") Size (275% x 2234") 
Also available: 
Wear-Ever Service 
Trays in regular alu- wear- ever 
minum or Alumilite* 


A ALUMINUM 
finish. 
*Trade Name of Aluminum Company of America 


Regular Cafeteria Size 
(171¥6 x 1316") Name 
Institution 


Address 


City 5 Zone___ State 
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22-25 Colorado Hospital Association, Boulder (Harvest House) 

22-27 American Society of Anesthesiologists, Inc., Los Angeles 
(Statler Hilton Hotel) 

23-25 Ontario Hospital Association, Toronto (Royal York Hotel) 

23-27 California Hospital Association, San Diego (El Cortez Hotel) 

24-25 North Dakota Hospital Association, Jamestown 

24-27 American Dietetic Association, St. Louis (Sheraton-Jefferson 
Hotel and Kiel Auditorium) 

25-28 American Association of Blood Banks, Chicago (Drake Hotel) 


Specialists ina 3 26-27 Washington State Hospital Association, Yakima (Chinook 
a . LJ a 3 
specialized field! “Gy Hotel) 


27-28 Nevada Hospital Association, Lovelock (Pershing General 
Hospital) 





NOVEMBER 


...in fund raising...it’s NATIONAL! 


Benjamin Franklin said, “Above all, health is our greatest 1-3 Indiana Hospital Association, French Lick (French Lick Hotel) 
natural resource”. Is your community hospital keeping pace 2-3 Oklahoma Hospital Association, Tulsa (Mayo Hotel) 

with the rapid advance of medical science? 2-4 Hospital Directors of Medical Education, Chicago (AHA 
National’s proven record of successful accomplishment in the Headquarters) 

specialized field of hospital fund-raising is unparalleled. 6-8 American Occupational Therapy Association, Detroit (Shera- 
Write for National's booklet, "'Partners in Progress'’ today, without ton-Cadillac Hotel) 

obligation. 6-8 Hospital Pharmacy (Specialized), Chicago (AHA Head- 
ee ee a eee quarters) 


Gentlemen: Please send Free Copy of your booklet, 2 Se E 
6-3 American Association of Inhalation Therapists, Buffalo, N.Y. 


(Statler-Hilton Hotel) 
6-10 Physical Therapists. Miami Beach (Deauville Hotel) 


“Partners in Progress.” \ 
—1 

Hospital__ — — 8-10 Maryland-D.C.-Delaware Hospital Association, Washington 
! 
J 


Name__— 


r 
! 
{ 
| 
! 
l 


ee en RE te (Shoreham Hotel) 
| City. Se 9-10 Kansas Hospital Association, Hutchinson (Baker Hotel) 


tee earns 


9-10 Minnesota Hospital Association, Minneapolis (Leamington 
Hotel) 


9-10 Virginia Hospital Association, Richmond (John Marshall 


Hotel) 
{ w + 600 S. hi Chi . ep a r 
1001 Ruse. Sotidiag, ton Pranclith 2 1105 oe 13-15 Association of American Medical Colleges, Montreal, Que- 
National Bark Bidg., Atlanta * 208 Ridglea State Bonk bec, Canada (Queen Elizabeth Hotel) 
ee ae en ee 13-17 American Public Health Association, Detroit (Cobo Hall) 
13-17 Hospital Housekeeping (Advanced), Chicago (AHA Head- 
quarters) 
13-17 Dietary Department Administration, Boston (Somerset Hotel) 


SA VE PRECIOUS TIME ! i. ..use 14-16 Directors of Hospital Volunteers (Basic), Denver (Cosmopoli- 


tan Hotel) 


26-Dec. 1 Radiological Society of North America, Chicago (Palmer 
House) 

27-30 Operating Room Administration (Advanced), Indianapolis 
(Sheraton-Lincoln Hotel) 

28-30 Hospital Dental Service (Advanced), Chicago (AHA Head- 


quarters) 
THE NEW, ORIGINAL 5 MINUTE 30-Dec. 1 Illinois Hospital Association, Springfield (St. Nicholas 


ENEMA SOLUTION in the Hotel) 








disposable plastic container with 
DECEMBER 


the self-lubricating tip. 


11-15 Hospital Design and Construction, Los Angeles (Statler 
Hilton) 
Clyserol, now the standard enema 13-15 Medical Record Librarian‘s Institute on Medical-Legal-Princi- 
in thousands of hospitals and ples of Medical Record Administration (Advanced), Chicago 
clinics, has proved safer and (AHA Headquarters) 
snes American Association for the Advancement of Science, 
more efficient than $$ enemas Denver (Denver Hilton) 


. « » easier to administer... 


more acceptable to patients of IANUARY 
all ages . . . and such a time- 


saver for personnel that its small Alabama Hospital Association, Mobile (Admiral Semmes 
purchase price is quickly repaid. Hotel) 
Available through your local South Carolina Hospital Association, Columbia (Wade 
surgical supply dealer. Hampton Hotel) 


Write Today For Information and 


FREE SAMPLES! eee FEBRUARY 
CLYSEROL LABORATORIES, INC, 1-3 American College of Hospital Administrators Congress on 


Administration, Chicago (Morrison Hotel) 


RENO, OKLAHOMA CITY, OKLAHOMA 26-March 2 American Protestant Hospital Association, Chicago 
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~ AUTOCLAVED? 
YOU CAN BE SURE! 


There is no doubt when you seal bundles and con- 
tainers with “SCOTCH” Brand Autoclave Tape No. 
222. Dark lines appear on the tape only after exposure 
to correct levels of heat and moisture in an autoclave. 
Any other heat and/or moisture exposure cannot ac- 
tivate the tape. “SCOTCH” Autoclave Tape holds fast 
before, during and after autoclaving . .. applies easily 
... Sticks at a touch to paper, cloth, glass, metal... 
leaves no residue. “SCOTCH” Autoclave Tape is faster 
to use than pins, string, cotton plugs, and may be 
easily marked with pen, pencil or typewriter. 
New! For gas sterilizers! 
Now, secure sealing and positive identification of gas 








sterilized bundles are made possible with new 
“SCOTCH”’Brand Ethylene Oxide Sterilizer Tape No. 
224. This tape offers the same assurance of proper 
exposure that “SCOTCH” Brand Tape No. 222 does 
in steam autoclaves. For complete details, contact 
your surgical supply dealer, or write 3M Company, 
St. Paul 6, Minnesota. 

(Note: Each of these tapes is designed for a spe- 
cific purpose. The Autoclave Tape will not function 
in a gas sterilizer; nor will the Ethylene Oxide Tape 
function in a steam autoclave. Nothing on the outside 
of an autoclaved or gas-sterilized item, of course, can 
guarantee sterility of contents.) 


“SCOTCH BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


“SCOTCH” is a registered trademark of 3M Co. 


©3M Co., 1961 


MINNESOTA MINING AND MANUFACTURING COMPANY 
-.- WHERE RESEARCH IS THE KEY TO TOMORROW 
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G Vicens, 


trustees and councils 


OF THE AMERICAN HOSPITAL ASSOCIATION 





OFFICERS 


President 
Frank S. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn 


President-Elect 


Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 


Immediate Past President 
Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Treasurer 


ohn N. Hatfield, 244 E. Pearson St., Chicago 11 


Executive Vice President 

Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 

Secretary 


Maurice J 
Chicago 11 


Norby, 840 North Lake Shore Drive, 


Assistant Secretary 
James E. Hague, 840 North Lake Shore Drive, Chicago 


Assistant Treasurer 
John E. Sullivan, 840 North Lake Shore Drive, Chicago 
11 


BOARD OF TRUSTEES 

Chairman: Frank 8. Groner, Baptist Memorial Hos- 
pital, Memphis 3, Tenn. 

John N. Hatfield, 244 E. Pearson St., Chicago 11 

Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 

Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Term Expires (961 
Easton, M.D., Royal Alexandra Hospital, Edmon- 


Kroeger, M.D., Elizabeth Steel Magee Hos- 
Pittsburgh 13 

Clarence E. Wonnacott, Latter-day Saints Hospital, 
Salt Lake City 3, Utah 

Term Expires 1962 

George T. Bell, Hospital Service Association of North- 
eastern Pa., Wilkes-Barre, Pa. 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland County, 
Columbia 4, 8.C 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Term Expires 1963 

Donald W. Cordes, Iowa Methodist Hospital, Des Moines 
14, Iowa 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William S. McNary, Michigan Hospital Service, Detroit 
26 

Boone Powell, Baylor University Medical Center of 
Dallas, Dallas 10, Tex 


Coordinating Council 


Chairman: Jack Masur, M.D., Clinical Center, Na- 
tional Institutes of Health, Bethesda 14, Md. 

J. Milo Anderson, Presbyterian Medical Center, San 
Franciseo 15 

Robin C. Buerki, M.D., Henry Ford Hospital, Detroit 2 

George E. Cartmill, Harper Hospital, Detroit 1 

Dean A, Clark, M.D., Massachusetts General Hospital, 
Boston 14 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Frank S. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn 

T. Stewart Hamilton, M.D 

5, Conn 
M.lton, Jewish Hospital of Saint Louis 

Auxiliary, St. Louls 10 


Hartford Hospital, Hart- 


Council on Administrative Practice 

Chairman: George E. Cartmill, Harper Hospital, De- 
troit 1 

Term Expires (961 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, Brook- 
lyn 1, N.Y. 


10 


Term Expires (962 

George W. Graham, M.D., Ellis Hospital, Schenectady 
8, N.Y. 

Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans, 


Term Expires 1963 


Alvin J. Binkert, Presbyterian Hospital in the City of 
New York, New York 32 

John M. Danielson, Evanston Hospital, Evanston, Ill. 

Jack A. L. Hahn (vice chairman), Methodist Hospital 
of Indiana, Indianapolis 7 


Secretary: William T. Middlebrook Jr., 840 North Lake 
Shore Drive, Chicago 11 


Council on Association Services 


Chairman: John A. Dare, Virginia Mason Hospital, 
Seattle 1 

Term Expires 1961 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie (vice chairman), Mount Marty 
College, Yankton, 8. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 


Term Expires 1962 

William 8. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 
Rock, Ark. 

Richard Lubben, Kadlec Methodist Hospital, Richland, 
Wash. 


Term Expires 1963 

Gene Kidd, Baptist Hospital, Nashville 4, Tenn. 

Stuart W. Knox, Connecticut Hospital Association, New 
Haven 11, Conn. 

Stanley W. Martin, Ontario Hospital Association, Toron- 
to 7, Ont. 


Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Council on Blue Cross, Financing 
and Prepayment 


Chairman: J. Milo Anderson, Presbyterian Medical 
Center, San Franciseo 15 

Term Expires 196! 

N. D. Helland, Group Hospital Service, Tulsa 1, Okla. 

Fredric P. G. Lattner, Hospital Service, Inc. of Iowa, 
Des Moines 7, Iowa 

John H. Zenger, Utah Valley Hospital, Provo, Utah 


Term Expires 1962 

H. A. Schroder, Blue Cross of Florida, Inc., Jackson- 
ville 1, Fla. 

Robert M. Sigmond, Hospital Council of Western Penn- 
sylvania, Pittsburgh 13 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Term Expires 1963 

Robert T. Evans, Hospital Service Corporation, Chicago 
90 

John R. Mannix (vice chairman), Blue Cross of 
Northeast Ohio, Cleveland 15 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Secretary: Maurice J. Norby, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 

Term Expires 1961 

Rev. Stephen K. Callahan, Our Lady of Fatima Hos- 
pital, Providence 4, R.I. 

Kenneth J. Holmquist, Bethesda Hospital, St. Paul 3 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 

W. P. Earngey Jr., Harris Hospital, Fort Worth 4, Tex. 

Clyde L. Sibley, Birmingham Baptist Hospitals, Bir- 
mingham 11, Ala. 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Term Expires 1963 

Louis B. Blair, St. Luke’s Hospital, Cedar Rapids, 
owa 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 

James P. Richardson, Presbyterian Hospital, Charlotte 
1, N.C. 


Secretary: Kenneth Williamson, Washington Service 


Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Harry Milton, Jewish Hospital of 
Saint Louis Auxiliary, St. Louis 10 

Term Expires 1961 

Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17, Ky. 

Mrs. Leonard A. Lang, Women’s Auxiliary, Cambridge 
State School and Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxiliary, Rockford, Ill. 

Term Expires 1962 

Mrs. Robert N. Carson, New Rochelle (Hospital) League 
for Service, Inc., New Rochelle, N.Y. 

Max L. Hunt, Yakima Valley Memorial Hospital, 
Yakima, Wash. 

Melba Powell (vice chairman), Coahoma County (Hos- 
pital) Women’s Auxiliary, Clarksdale, Miss. 

Term Expires 1963 

Mrs. Howard Barker, Latter-day Saints Hospital Aux- 
iliary, Salt Lake City 3, Utah 

Mrs, Vivien Ross, Royal Victoria Hospital, Montreal 
2, Que. 

Richard O. West, Norwalk Hospital, Norwalk, Conn 


Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos 
pital, Hartford 15, Conn. 

Term Expires 1961 

Leonard O. Bradley, M.D., Winnipeg General Hospi 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Hospital for Cancer 
and Allied Diseases, The James Ewing Hospital, New 
York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss. 


Term Expires 1962 
Henry T. Clark Jr., M.D., University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Department of Medicine and 
Surgery, Veterans Administration, Washington 25 
Henry N. Pratt, M.D., Society of the New York Ilos- 

pital, New York 21 


Term Expires 1963 

Paul R. Hanson, Emanuel Hospital, Portland 17, Ore. 

David Littauer, M.D., Jewish Hospital of Saint Louis, 
St. Louis 10 

Col. James T. McGibony, MC, Office of the Surgeon 
General, Department of the Army, Washington 25 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: Dean A. Clark, M.D., Massachusetts Gen- 
eral Hospital, Boston 14 


Term Expires 1961 

Elbert DeCoursey, M.D., Sc.D., Southwest Foundation 
for Research and Education, San Antonio 7, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Philadcl- 
phia 2 

James W. Stephan (vice chairman), Program in Hos 
pital Administration, University of Minnesota, Min 
neapolis 14 


Term Expires 1962 

Charles D. Flagle, Johns Hopkins Hospital, Baltimore 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 


Term Expires 1963 

Orville N. Booth, St. Francis Memorial Hospital, San 
Francisco 9 

G. Halsey Hunt, M.D., National Institutes of Health, 
Bethesda 14, Md. 

Robert E. Toomey, Greenville General Hospital, Green- 
ville, 8.C. 


Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 
Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
Richard J. Ackart, M.D., assistant director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 

J. Allan Mahoney, M.D., assistant director 
Jack W. Owen, assistant director 

Edward W. Weimer, assistant director 

John E. Sullivan, controller 
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TO THE THIRD STAGE OF ANESTHESIA AND BACK- 
EVENLY...RAPIDLY... UNEVENTFULLY 


Mee eS | 
+ TEE . ® 2 
*“"~SURITAL sodium 
© “ULTRASHORT-ACTING INTRAVENOUS anestHETIC From smooth induction to prompt re- 
~eovery, SURITAL sodium (thiamylal sodium, Parke-Davis) provides specific 
advantages. both for surgical team and patient. Adaptable to most operative 
and manipulative procedures, it assures a uniformly sustained plane of anes- 
thesia, plus low incidence of laryngospasm and bronchospasm with minimal 
respiratory depression, And because SURITAL sodium rarely produces nausea 
or vomiting, it contributes significantly to greater patient comfort. See medical 
brochure for details of administration and dosage. sere 





PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detrok 32, Michigan 
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when it gives even support 


For uniform pressure...B-D ACE Rubber Elastic Bandage provides 
balanced weave —an ideal ratio of cross to lengthwise threads. Only BECTON, DICKINSON 
balanced weave insures continuous uniform support... firmness under AND COMPANY 

tension... freedom from bunching. And only ACE has balanced weave. RUTHERFORD, NEW JERSEY 


*Be sure you get the elastic bandage you order. ACE is made only by B-D. 











B-D and ACE are registered trademarks. 
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introducing the authors 


Betty Greer, director of personnel 
of the Memorial Hospital of Long 
Beach, Long Beach, Calif., believes 
that the effort 
to reduce em- 
ployee turnover 
cannot be spo- 
radic or half- 
hearted, but 
must be given 
the same kind 
of attention as 
any other hos- rs 
pital campaign. §f a 
This article be- MISS 
gins on page 38. 

Miss Greer received her A.B. 
degree from the University of Cin- 
cinnati and did a year of graduate 
work in the management training 
program at Radcliffe College, Cam- 
bridge, Mass. 

Miss Greer has been associated 
with Memorial Hospital for the 
past five years and has worked in 
the hospital personnel field since 
1951. She is past chairman of Dis- 
trict VII of the Personnel and In- 
dustrial Relations Association and 
a member of the Hospital Person- 
nel Association of Southern Cali- 
fornia. 


John P. Hyden, assistant adminis- 
trator of the Ball Memorial Hospi- 
tal, Muncie, Ind., states in his 
article beginning on page 38 that 
hospitals should learn the extent 
of problems 
surrounding 
personnel turn- 
over so that 
trouble spots 
can be pin- 
pointed. 

Mr. Hyden re- 
ceived his mas- 
ter’s degree in 
hospital admin- 
istration from 
Northwestern 
University and completed his resi- 
dency at Norwegian-American 
Hospital, Chicago. After receiving 
his B.A. from Vanderbilt Univer- 
sity, Nashville, Tenn., Mr. Hyden 
was a faculty member of that school 
and director of intramural athletics 
and recreation from 1947 to 1951. 
Mr. Hyden attended George Pea- 
body College for Teachers, Nash- 


MR. HYDEN 
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ville, Tenn., in 1949 and 1950, where 
he worked toward a master’s de- 
gree in physical education. 

Mr. Hyden holds the rank of 
major in the Army Medical Serv- 
ice and has completed 20 years of 
active reserve service. He was 
graduated from Officers Candidate 
School, Army Medical Administra- 
tion Corps in 1942 and completed 
the course in physical medicine as 
physical reconditioning officer at 
Washington and Lee University in 
1945. He also completed the ad- 
vanced course for staff officers of 
the Army Medical Service School, 
Brooke Army Medical Center, Ft. 
Sam Houston, Tex., in 1955. Mr. 
Hyden was an officer in the Army 
Medical Service during World War 
II and the Korean War and held 
various administrative positions in 
Army hospitals for seven years. 

Harry Yaffe, administrator of Beth 


Israel Hospital and Home Society, 
Denver, Colo., describes a unique 


relationship between a_ general 
hospital and a home for the aged 
which provides 
both preventive 
and _ rehabilita- 
tive services in 
his article be- 
ginning on page 
58. 

Mr, Yaiie has 
been associated 
with Beth Israel 
Hospital since 
1949. He has 
been successive- 
ly head of the departments of labo- 
ratory, x-ray and pharmacy, and 
he was assistant administrator 
from 1953 to 1956. 

Mr. Yaffe, who did his under- 
graduate work at Washington Uni- 
versity, St. Louis, is a member of 
several professional organizations 
including, the American College of 
Hospital Administrators, Colorado 
Hospital Association and the Den- 
ver Council of Hospitals. 
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1847 North Main Street 





First Choice of the First Hospitals 


Diack Comoe 


Dream for a Moment 


Cover up all your shining nickel plate and your outside 
controls and Picture in Your Imagination just what you are 
trying to do when you operate your autoclave. Watch the 
steam condense on each fold of fabric as it gradually pene- 
trates to the center of the pack. See it finally reach the 
desired temperature at the heart of the pack. 


lsn't That What You Want?... 


Of course it is! ... What counts is heat penetration right 
down to the center of each pack. The Diack Control was 
designed and is recommended for this purpose. 


ALL REPUTABLE HOSPITAL SUPPLY DEALERS 
SELL DIACK CONTROLS. 


ROYAL OAK, MICHIGAN 











IMPROVED 
EFFICIENCY AND PATIENT CARE 


Hospitals seek improved efficiency, better patient care, decreased operating expenses, and 
increased net revenue. These goals can and have been achieved in a major aspect of hospital 
operations—use of injectables—through the TuBex closed injection system. 

The Tusex system consists of a durable, breech-loading syringe and presharpened, pre- 


sterilized needle and glass cartridge units containing premeasured doses of medication. After 


loading the syringe, and injecting, the cartridge-needle unit is discarded. As much as 70% of 
commonly used injectables are available in TuBex form. Additional flexibility is provided by 


empty sterile cartridge needle units. 
The TuBex system provides benefits for business office, nurses, pharmacists, and physicians. 
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ADMINISTRATORS LIKE TUBEX. The TuBEXx system 
means more accurate accounting and billing. Only one 
purchase entry required as there are no multidoses to 
divide. A single purchase order for cartridges simplifies 
Closed Injection System, Wyeth nein Aisha ; ] aii ik ela 
be uying. Inventory control is easier; medication is 
Tr BEX®, Hypodermic Syringe, Wyeth ordered, dispensed and accounted for in multiples of 
lusex®, Sterile Cartridge-Needle Unit, Wyeth . ¥ a ‘ 
single doses. Because exact amount of medication is 

Wyeth Laboratories Philadelphia 1, Pa. always known, billing to patients is more accurate. 
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M.D.’s LIKE TUBEX. Accurate dosage 
and asepsis are major benefits. Each pre- 
sterilized needle-unit contains premeas- 
ured amount of medication. The TuBex 
sterile cartridge-needle unit is used but 
once and cannot transmit cross infections 


(serum hepatitis). 


PHARMACISTS LIKE TUBEX. Easier, more 
convenient storage of TUBEX units recom- 
mends this system over the usual ampuls and 
multidose vials. Clear labeling and accurate 
inventorying of single-dose units result in 
more efficient filling of prescriptions and less 
chance for error; tamper-proof cartridges dis- 


courage narcotics pilferage. 
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NURSES LIKE TUBEX. No time is lost in assembling syringes, spong- 
ing vials, measuring doses, rinsing syringes and needles. No clean-up 
problem: cartridge and needle are discarded after injection. The familiar 
frustrations, syringe breakage and plugged needles, are almost impos- 
sible with TuBex. An added benefit: no multidoses to divide, no drugs 
spilled and no contact sensitization. Patients appreciate the relatively 
painless sharp, new needles. 








NOTE THESE 
FEATURES, TOO 


Even when in a 
high cardiac posi 
tion, patient is 
protected from 
falls . Flare! 

in any position 
enjoys easy 

AND SAFE access 
to bedside cabinet 
through properly 
spaced rails. 
Brushed Chrome 


finish resists wear 


NEW NURSING 
CONVENIENCE 


HARD '’s revolutionary foot- 
operated safety side eliminates 
stooping and moving cabinets to 
operate sides. Nurse now may 
have both hands free if necessary. 
Professional design and ease of 
operation mean real time and 
labor savings for your staff. 











TRUE PATIENT 
SAFETY 


HARD'’s 1561 SAFE-AW AY Side 

cannot be accidentally lowered 

by the bedridden patient — yet can 
be instantly actuated by the nurse. 
When lowered, side affords 


ease of bed making also. 


STYLED 
TO ASSIST 


AMBULANT 
PATIENT 


% length permits 
patients to leave 
bed safely — feet 
first. Rugged 
construction 
assures firm, 
reassuring hand 
grip to aid them 


Order your HARD Bed with 1561 SAFE-AWAY Sides from your dealer TODAY 
THE HARD MANUFACTURING COMPANY 117 TONAWANDA STREET 


BUFFALO 7, NEW YORK 
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A Second ‘Election’ for Federal Employees 


There will be two election days for federal em- 
ployees this year. One will be, as usual, in November. 
The other, in October, will involve issues close to the 
hearts and the pocketbooks of the voters. 

The outcome of the October polling may depend 
on the counsel given not by the candidates themselves 
but by doctors and the administrators and staffs of 
hospitals. 

The voters—two million federal employees—will 
have an opportunity this autumn to decide whether 
or not they want to continue with the present pro- 
viders of their prepayment hospitalization-medical 
care protection. 

All candidates will be running on the basis of their 
“experience”, since all have been dealing with some 
portion of the government-worker electorate since 
1960. In July of that year, as the result of a Con- 
gressional act and under the direction of the Civil 
Service Commission, federal employees were given 
an opportunity to select one of the 38 programs, with 
the United States government paying a portion of 
the cost. All but 7 per cent of those eligible accepted. 

Blue Cross and Blue Shield, chosen by 54 per cent 
of the employees, found themselves with the largest 
group under a single employer—‘‘Uncle Sam’’—in the 
history of the group health prepayment system. The 
Aetna Life Insurance Company, the only other Civil 
Service Commission approved carrier with nation- 
wide scope, enrolled 26 per cent of the employees. 
Other underwriters shared the remaining employees 
making a selection. 

Blue Cross and Blue Shield, along with the other 
health benefit underwriters, began serving their 
members under the program in July of 1960, But 
“began” for the Blue Cross and Blue Shield part of 
this program is not entirely correct, for up to the 
time the national program got under way 750,000 
federal workers had already been members of local 
Plans. 

The presence of these relatively long-time enrollees 
in the big new federal group created some special 
problems for Blue Cross and Blue Shield. Not all 
Plans write the same kind of contract for local groups 
and there are many variations in rates and benefits. 
It became necessary by direction of the Civil Service 
Commission for Blue Cross and Blue Shield to devise 
a program by which all federal employees would be 
entitled to uniform benefits at uniform rates if they 
voted for coverage under the Plans. 

Blue Cross and Blue Shield succeeded, but the de- 
gree to which the necessary changes—some were 
major alterations in benefits—are understood by the 
constituents is still uncertain. The probability is that 
only those who have had occasion to use their cov- 
erage since July 1960, are aware of the differences. 


A)) in al), there is little doubt that the coverage 
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offered the federal employee, from which he was to 
choose the one that best suited his needs and his 
pocketbook, is one of the most comprehensive hospi- 
tal and medical cost protection programs offered any 
single group. 

The Blue Cross and Blue Shield basic program con- 
forms to its founding principle of service benefits. 
Blue Cross provides 120 days for those who chose 
the high option and 30 days under the low option of 
full hospital service coverage. Blue Shield provides 
service benefits in those areas that write such a con- 
tract and a uniform indemnity schedule in those 
places where service contracts are not available. 

Since more than 80 per cent of the employees chose 
the broader coverage high option features of the vari- 
ous plans offered, one could conclude that the public 
is willing to pay for solid protection. 

There are other indicators of broad significance in 
this group. For instance, the program not only pro- 
vides benefits to employed persons and their depend- 
ents, but also includes full coverage after the em- 
ployee retires. Some observers believe that this fea- 
ture is being carefully watched for possible inclusion 
in employee health programs sponsored by other 
large national employers. 

But the most important element being observed is 
how well the voluntary health insurance system in 
this country is able to serve a large and widespread 
uniform benefit group. All of the carriers in the pro- 
gram are perfectly aware that their performance 
and service is the key to continued participation. 

To exemplify the size of the federal employee 
group, currently Blue Cross is averaging $7 million 
each month in payments to hospitals for care given 
enrolled federal employees. Blue Shield is averaging 
$4.5 million and the supplemental benefit part of the 
coverage is amounting to $1 million a month. 

What do the employees themselves think of their 
coverage? In a recent survey conducted by the Civil 
Service Commission, 90 per cent of the respondents 
were very happy and satisfied with their program. 
But the 10 per cent who voiced dissatisfaction had a 
list of things they were unhappy about. The de- 
ductibles should be eliminated or reduced; there is 
too much delay in settling claims; too much book- 
keeping and claim-submitting is required, and more 
coverage for diagnostic x-ray and laboratory work is 
needed. These are a few of the complaints registered. 

Those who are still unhappy can do something 
about it in October. 

The “voting” begins on October 1 and continues 
through October 15. During this “open period”, fed- 
eral workers will again get comprehensive descrip- 
tive brochures outlining the benefits and costs of the 
various programs. Each government employee will 
have a chance to change from his present carrier to 
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any one of the others. He may also change from one 
level of benefits to the other. 

But one could bet that many of the employees will 
not make the decision themselves. They’ll be look- 
ing to the providers of health care for advice and 
counsel. Am [ paying too much for the coverage? 
Should I change to a more limited benefit program? 
Should I increase the coverage to the broader protec- 
tion? Are my benefits adequate now? These are 
only some of the questions which may be asked. 

The important question which most employees will 
be asking is: What is the best way for me to prepay 
the cost of the services that physicians and hospitals 


render? The answer to this one wil) undoubtedly 
have an important effect on the vote tally. 

Such questions, of course, presuppose a knowledge 
of the various programs being offered the federal em- 
ployee on the part of the provider. It might be well, 
then, for hospital staff members and doctors to inform 
themselves on the differences as well as the basic 
offerings of the principal plans. Probably their best 
source will be the new booklet—‘‘The Federal Em- 
ployees Health Benefits Program’’—which has been 
issued by the Civil Service Commission, and can be 
obtained through local federal installations or any 
of the carriers. 








p> REPORT FROM WASHINGTON—The 
American Hospital Association 
stated its approval of “truly ge- 
neric’’ names for drugs in a written 
testimony on the pending bill 
(S.1552) amending and _ supple- 
menting the antitrust and federal 
food and drug laws. 

Certain provisions of the bill, the 
AHA said, are “of obvious signifi- 
cance to hospitals”. The statement 
emphasized the need for the Food 
and Drug Administration to be as- 
sured of “sufficient funds to enable 
{it] to keep pace with its responsi- 
bilities in protecting the public 
health and welfare.” 

Commenting on a proposal to 
give authority for choosing official 
names to the Secretary of Health, 
Education, and Welfare, the AHA 
proposed that he be advised by a 
National Advisory Committee 
which he would appoint. 

The AHA statement was ad- 
dressed to Sen. Estes Kefauver (D- 
Tenn.), chairman of the Senate 
Antitrust and Monopoly Subcom- 
mittee, who introduced the bill. 
Hearings on the bill will be held 
through 1961, with Abraham A. 
Ribicoff, Secretary of Health, Edu- 
cation, and Welfare, scheduled to 
appear in September. (Details p. 
95) 


> FOURTEEN STATES AND TERRITORIES 
TAKE ACTIVE KERR-MILLS ROLE—A mid- 
August compilation by the Social 
Security Administration shows 14 
states and territories with medical 
assistance for the aged (MAA) 
plans in effect under Kerr-Mills 
authorization. They are: Idaho, 
Kentucky, Maryland, Massachu- 
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setts, Michigan, New York, Okla- 
homa, Puerto Rico, South Carolina, 
Tennessee, Utah, Virgin Islands, 
Washington and West Virginia. 

Four more states—Arkansas, 
Oregon, Louisiana and North Da- 
kota—had submitted participation 
plans to the Department of Health, 
Education, and Welfare but their 
programs were not yet in effect. 
Eight others have enacted enabling 
legislation but have yet to submit 
plans: California, Hawaii, Illinois, 
Vermont, Maine, New Hampshire 
and Pennsylvania. 

Forwarding action is being taken 
in Alabama, Wisconsin, Delaware, 
New Jersey and Ohio, and the Dis- 
trict of Columbia is considering a 
participating role. Twenty-two 
states and territories will definitely 
remain outside the Kerr-Mills pro- 
gram in 1961, either because they 
lack basic authority or do not pos- 
sess necessary funds for implemen- 
tation. 


} BAD CHECK PASSER REPORTED VISITING 
HOSPITALS—The case of a young man 
who posed as a medical student 
and passed a series of bad checks 
was reported by T. Stewart Ham- 
ilton, M.D., executive director of 
Hartford (Conn.) Hospital. Iden- 
tifying himself as Dr. Von Lam- 
bert, the man presented himself to 
the hospital’s director of medical 
education, stating that he was a 
graduate of Tulane University 
School of Medicine, and that he 
wished to observe at the hospital 
for a few days prior to his intern- 
ship. 

The director of medical educa- 
tion questioned the man and, sat- 
isfied that his statements were 


true, gave him permission to at- 
tend rounds at the hospital. Ac- 
cording to Dr. Hamilton, a week 
later the young man disappeared 
and checks that he had cashed in 
Hartford were returned. Tulane 
University School of Medicine had 
no record of such a person. 

Grace-New Haven Hospital, New 
Haven, Conn., reported that the 
man cashed a check there, using 
Hartford Hospital as identification. 
Another check, cashed at the Hotel 
Peabody, Memphis, Tenn., was also 
reported. 


} CHICAGO HOSPITAL EMPLOYEE FRINGE 
BENEFITS SURVEYED—Findings of a 
survey of employee fringe benefits 
shows that employees of Chicago- 
area hospitals are offered fringe 
benefits “equivalent in value to the 
benefits given employees of manu- 
facturing industries’’. 

The survey, conducted by the 
Chicago Hospital Personnel Man- 
agement Association in cooperation 
with the Chicago Hospital Council, 
shows that the average American 
manufacturer pays 45.4 cents per 
hour for fringe benefits for pro- 
duction workers (approximately 
20.2 per cent of total payroll), and 
Chicago-area hospitals pay an 
average of 40.8 cents per hour for 
fringe benefits (approximately 24.6 
per cent of total payroll). 

According to Howard F. Cook, 
executive director of the Chicago 
Hospital Council, almost 60 per 
cent of the hospitals indicate they 
have a full-time personnel direc- 
tor, and almost 85 per cent of the 
hospitals have written published 
personnel policy manuals. (Details 
p. 101) 
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NOW—A NEW STANDARD OF HILOW BED 
VALUE, SAFETY AND EFFICIENCY 


THE HILL-ROM no. 68 ALL-ELECTRIC HILOW BED 


*Contour Position 














bed is your best buy: 


Fewer electrical parts. Only 5 electrical parts in this new 
No. 68 bed. This compares to as high as 20 in competitive beds. 
Fewer parts mean lower maintenance! 
Finger tip controls. The easy-to-operate finger tip controls 
are located on both sides of the bed—easy to reach—easy to 
operate. 
Easy to clean. All electrical and mechanical parts are enclosed 
in a center channel. No obstructions for thorough cleaning. 
Easier to move. Large 5” double ball bearing casters are used 
in place of 3” size. 
Lower height. Even with 5” casters this bed moves lower than 
other beds on the market. 

No. 68 Bed in Gatch position. 5 Permanently lubricated. Oilite washers, oilite bearings and 

: slide buttons lubricate the moving parts. 
Pulls only 2.1 amps. The efficient cable operation plus the 
oilite bearings in moving parts allows the use of a 1/12 H.P. 
motor. 
All spring positions. One electrical motor employed to secure 
any required spring position—as well as to raise or lower the bed. 
Protection of stainless steel. Legs of the foot end are pro- 
tected with stainless steel—no paint to chip, no plating to peel. 
Edges of panels guarded. A bright metal baffle plate pro- 
tects the edges of bed ends around the entire panel. 
National Fabric bottom. Cadmium plated—rust proof. Easy 
to clean. 
Six 1.V. rod receptacles. Uniquely engineered to lock the 
I.V. rod securely in place. 
Folding mattress guard. Retains mattress in proper spring 
position. 
Refreshing new look. Bed ends have a pleasingly contoured 
styling and are made in a variety of woods and plastics. 
Low cost. Delivered price is lower than any comparable bed 
and, because the cost of maintenance is also low, this new 
No. 68 all-electric hilow bed is truly your ‘“‘best buy.”’ 
All parts enclosed in a center channel. No obstructions 
for thorough cleaning. 


Finger tip controls a . | on both sides of bed. 


Patient operating controls with right hand. Patient operating controls with left hand. 


























Easy maneuverability: Easy to handle and move. Light weight 
and large (10” diameter) heavy duty conductive casters, all 
equipped with swivel locks and brakes, make this bed easy to 
handle and move—safe and secure in locked position. 


Easy to keep clean and sanitary: All mechanism, including 
elevating screw and levers, is enclosed in a center channel with 
removable top. Cleaning area is free of obstructions. 


Any spring position quickly obtained: Easy-to-operate cranks 
enable attendant to place bed in Gatch, Trendelenberg, Reverse 
Trendelenberg, or Hyperextension—in fact all required spring 
positions. Mattress guards at both ends prevent shifting of mattress. 
6 I.V. rod receptacles conveniently located. 


Patient safety assured: New design bright anodized aluminum 
side guards slide smoothly up and down. They can be raised with 
one hand. To lower, simply release the side positioning bracket. 
Head and foot ends are removable. 


Property damage minimized: A moulded bumper around entire 
frame gives complete protection to walls and doorways. 


HILL-ROM CO., INC., BATESVILLE, IND. 
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Better patient care: National Fabric bottom. The 9” center seat 
section of spring is more comfortable for the patient. The sleeping 
surface is 30” wide and 80” long. Top of spring is 32” from floor. 


Easier to clear door passages and move in crowded corridors 


Center channel encloses all mechanism. Cleaning area 
free of obstructions—sanitation secure. 
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No. 49-6 Pediatric Intensive Care Bed: Sleeping surface 
30” wide, 54” long. Overall dimensions 35%” x 6234” 
Similar to adult size intensive care bed. 6” casters, all with 
swivel locks and brakes. Note: Side positioning bracket for 
raising and lowering sides. 














No. 48-10 Adult Intensive Care Bed as a Labor Bed: The use 
of the adult intensive care bed as a labor bed is highly 
recognized by the profession. The bed can be quickly con- 
verted for use as an emergency delivery table. A special 
mattress, with extra firm lower section, is provided. 














The nurse can raise the side with one hand because of a 
simple gravity latch located on the center of the bed which 
holds side in position. Large stainless steel slide tubes, 
bushinged in nylon, permit the sides to be raised and 
lowered smoothly. 





Extra equipment for the No. 48-10 Adult Intensive Care 
Bed and No. 49-6 Pediatric Bed includes a special I.V. rod 
which is conveniently stored at the foot end, readily accessible 
to attendant; also chart holder, drainage bottle and oxygen 
tank holders. 


For complete information on these new Intensive Care beds, write or call: 





quiet 
powertul 
rapid 


The TORNADO 300 works 
better anywhere—any time! 


Here’s big suction power in a 
muffled, pleasant sounding vacuum 
that works without disturbance in 
peopled areas . .. does a deep down, 
thorough cleaning job of any sur- 
face—from light dust to bulk mate- 
rial. Its long-life, by-pass motor 
breathes and expels fresh, clean air 
only! Provides big filter capacity 
with full flexibility in tank size. Se- 
lect the exceptional performance of 
the 300—use it anywhere, at any 
time! 


WRITE FOR YOUR 
FREE BROCHURE 


Quiet — Surface Cleaning .. . Powerful — Bulk Pick-Up .. . Rapid —Wet Pick-Up... with 
standard 15 gailon capacity with adaptor cover on 55 gal- Trot-Mop Squeegee Attach- 
tank, with one of many spe- lon drum. Big suction power ment. Walk it! Trot it! Run 
cially designed tools. handles any bulk material. it! Cleans in big swipes. 


Breuer Electric Mfg. Co. 


5112 No. Ravenswood Ave. 
Chicago 40, Ill. 


(0 Would like to see the 300 Vacuum demonstrated tht 
0 Send current literature on 300 Vacuum 


Name Se eee 





Company. 





Address. 








City. State 
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Here are four reasons why: 


* Provera is the only commercially — available 
oral progestational agent that will maintain 
pregnancy in critical tests in ovariectomized 
animals. 





+ No significant side effects have been encountered. 


¢ It is available for both oral and parenteral 
administration. 


+ Provera gives the economy of effective action 
from small doses. 


Brief Basic Information 
Serie 3 M. 


©) Oral Provera* 


Depo-Provera** 





Description 


Upjohn brand of medroxy- 
progesterone acetate. 


Aqueous suspension, 
50 mg. Provera per 
cc., tor intramuscu- 
lar injection only. 





indications 


Threatened and habitual 
abortion, infertility, sec- 
ondary amenorrhea, func- 
tional uterine bleeding. 


Threatened and ha- 
bitual abortion. 





10 to 30 mg. daily until 
acute symptoms subside. 


50 mg. |, M. daily 
while symptoms are 


Dosage 
Threatened 
abortion 


present, followed by 
0 mg. weekly 
through ist trimes- 
ter, or until fetal 
viability is evident. 


objective: 


Habitual 
d ‘ abortion 
\ Ist trim. 10 mg. daily. 


2nd trim. 20 mg. daily. 


\" 3rd trim. 40 mg. daily, through 100 mg. TM. , 2 
' 8th month, wks, through 8th 
month. 


Supplied 2.5 mg. scored, pink tab- Sterile aqueous sus- 
lets, bottles of 25; 10 pension for intra- 
mg. scored, white tab- muscular use aol. 
lets, bottles of 25 and 50 mg. per cc., in 
100. lcc. and 5 cc. vials.t 


Precautions: Clinically, Provera is well tolerated. No significant un- 
toward effects have been reported. Animal studies show that 
Provera possesses adrenocorticoid-like activity. While such adreno- 
corticoid action has not been observed in human subjects, patients 
receiving large doses of Provera continuously for prolonged periods 
should observed closely. Likewise, large doses of Provera have 
been found to produce some instances of female fetal masculiniza- 
tion in animals. Although this has not occurred in human beings, 
the possibility of such an effect, particularly with large doses over 
a long period of time, should be considered. 

Provera, administered alone or in combination with estrogens, 
should not be employed in patients with abnormal uterine bleeding 
until a definite diagnosis has been established and the possibility 
of genital malignancy has been eliminated. 





50 mg. 1.M. weekly. 
100 mg. 1.M. q. 2 
wks. 














complication: 


threatene 
abortion 


indicated: 


' Provera 











+Each cc. of Depo-Provera contains: Medroxyprogesterone acetate, 

mg.; Polyethylene glycol 4000, 28.8 mg.; Polysorbate 80, 
1.92 mg.; Sodium chloride, 8.65 mg.; Methylparaben, 1.73 mg.; 
Propyliparaben, 0.19 mg.; Water for injection, q.s. 


The Upjohn Company, Kalamazoo, Michigan 


PTRADEMARK, REG. U.S. PAT. OFF. *° TRADEMARK 
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sawice /tem headguanters 


Payroll periods 


We are considering changing our 
pay period from a biweekly to a semi- 
monthly schedule. Will you please de- 
scribe the advantages and disadvan- 
tages of each? 


The following suggestions may 
be helpful in considering your pro- 
posed change of pay period. 

The semimonthly pay period, 
usually based on periods ending on 
the 15th and last days of the 
month, eliminates the need for ac- 
cruing payroll expenses and re- 
quires only that 24 payrolls be 
prepared. However, the variable- 
ness of the day of the week on 
which the 15th and 30th or 31st 
fall, and the effect of this on the 
month-end closing, seem to offset 
the advantage of preparing fewer 
payrolls to some degree. 

The biweekly pay period 
requires the accrual of payroll ex- 
penses at the month’s end and en- 
tails the preparation of two addi- 
tional payrolls, 26 instead of 24. 
However, there is a uniformity of 
pay days, which may assist in work 
scheduling and month-end clos- 
ings.—Ray S. MATYLEWICZ 


AHA listing program 


Please furnish information about 
the listing program of the American 
Hospital Association. Is it, in effect, 
an accreditation program as well as a 
listing program? Where can we get a 
copy of the list of accepted hospitals? 


First, the listing program is not 
an accreditation program, but pro- 
vides an annual census of hospitals 
and inpatient care institutions oth- 
er than hospitals in the United 
States and Canada. 

The names of the listed institu- 
tions and their administrators, 
along with factual and statistical 
information about them, are pub- 
lished August 1 of each year in 
Part 2 of the Guide Issue of HOs- 
PITALS, J.A.H.A. 

As far as hospitals are concerned, 
listing is a prerequisite for accred- 
itation by the Joint Commission on 
Accreditation of Hospitals. With 
respect to nursing homes, such a 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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listing might well be adopted as 
a prerequisite for any accredita- 
tion program for institutions of 
this kind. 

The list of hospitals and inpa- 
tient care institutions other than 
hospitals is maintained centrally 
at the headquarters of the Amer- 
ican Hospital Association. Copies 
of a list of all institutions accepted 
for listing on an initial survey are 
provided to state hospital associa- 


tions. In addition, our official 
Journal, HOSPITALS, carries a list 
of newly accepted hospitals and 
other institutions as they are ac- 
cepted for listing by our Board of 
Trustees. 

Since this is official information 
and is published regularly in the 
Journal and annually in the Guide 
Issue, it is public information and 
available to anyone on request. 

—HELEN D. MCGUIRE 








NEW...TIME SAVING 


@v'@> NYLON AUTOCLAVING BAGS 


FOR EASY PACKAGE STERILIZATION 


STEAM PERMEABLE/IMPERMEABLE TO BACTERIA 


Re-usable Nylon Autoclaving Bags in a wide variety of convenient sizes are 
now available for safe, easy sterilization and storage of linens, dressings and 
sharp instruments. Like Sierra’s Nylon Autoclavable Film, the transparent bags 
are 100% impermeable to bacteria, keeping contents sterile till needed. 
Packaged in units of 100 bags, three sides of the bag come sealed... one end 
open for loading. May be autoclaved to 287°F. In 12 widths and 10 lengths, 


ideal for most hospital packaging. 


RE-USABLE - DURABLE - TRANSPARENT 





ALSO AVAILABLE 





& NYLON AUTOCLAVABLE FILM 


All sizes to 25” offered in 100’ dispenser- 
type boxes and 1,000’ rolls. May be cut 
to desired length as needed, with same 
properties as the Nylon Autoclaving Bags. 


UT 


FINGER- WwW A 
PUNCTURE 








write for descriptive literature 


SIERRA ENGINEERING CO. 


R. A. HAWKS DIVISION ® 


STRENGTH TEST 


Draw your finger nail across 
the SIERRA Nylon Film or Bag. 
Will not puncture or tear. 
Contents are safe from 
puncture contamination. 


123 E. MONTECITO « SIERRA MADRE, CALIFORNIA 
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Preadmission tours help 


After children between the ages 
years have made one 
at the 
Dayton, 
Ohio, they make an easier adjust- 
ment to hospitalization, according 


of 4 and 12 
of the “preadmission tours” 


Miami Valley Hospital, 


to personnel at this hospital. 


quiet children’s fears 


Such preadmission tours 


children and their parents were 
1961 on a 
once-a-month basis, but are now 
offered once a week because of the 
growing demand. The need for 
some means of relieving children’s 


initiated in February 





BARD-PARKER 


DISINFECTING 


SOLUTIONS. 


Concentrate Disinfectant 


now Syproved, HALIMIDE disinfectant — 
free from objectionable odor, is a concentrate 


of low surface tension and excellent penetrating 


qualities. Perfect for inexpensive instrument 


‘ey! canna ¢ chbce de pee 
Ne knee mele 


disinfection, 1 oz. mixed with 1 gal. of water 
makes a stable — clear — non-corrosive — non- 
staining solution. TUBERCULOCIDAL when di- 


luted with alcohol. No anti-rust tablets to add 


—no need for frequent changing. 


B-P CHLOROPHENYL Disinfectant 


. . an ideal instrument disinfecting solution 
for professional office use. It is rapid in 
destruction of commonly encountered vege- 
tative bacteria—free from phenol (carbolic 
acid) and mercurials—not injurious to skin 
or tissue. It is used full strength—has a 
pleasant odor—its germicidal efficiency is 


not affected by soap. 


B-P FORMALDEHYDE GERMICIDE 


. Sporicidal - tuberculocidal - bactericidal - viru- 
cidal - fungicidal, it is especially suitable for hospital 
use in the chemical disinfection of instruments and pro- 
tection of surgical sharps. It is used full strength —and 
within 5 minutes will kill TUBERCLE BACILLI — vegeta- 
tive pathogens and spore formers—the spores them: 
selves within 3 hours. 





A OIVISION OF BECTON. DICKINSON AND COMPANY 


BARD-PARKER_ COMPANY, INC. 
BP DANBURY. CONNECTICUT 


@ARO-PARKER + B-P + CHLOROPHENYL « HALIMIDE are trademarks 
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PREADMISSION TOUR at the Miami Valley 
Hospital, Dayton, Ohio, is guided by a for- 
mer school teacher, a member of the hospital 


volunteer corps. Such a tour helps to allay 
fears and anxiety of both the child who is 
to be hospitalized and his parents. 


fears and anxieties about hospi- 
talization was recognized by both 
the hospital administration and 
the pediatric medical staff. Parents 
of pediatric patients profit too by 
knowledge of the hospital routine 
and reassurance about the impend- 
ing hospitalization of their chil- 
dren. 

When a child is preregistered 
for admission to the hospital, he is 
sent a cartoon illustrated invitation 
to tour the hospital, along with a 
booklet, “Nancy Goes To The Hos- 
pital’, which tells the story of a 
girl through her admission to the 
hospital, preliminary tests, opera- 
tion, recovery and discharge. This 
booklet is chiefly written for the 
child, but also aims to convey sub- 
tly to the parents what to bring to 
the hospital for the child, informa- 
tion about visiting hours and the 
importance of a comforting and 
cheerful attitude, 

The guide for the tour is a for- 
mer school teacher, a member of 
the hospital volunteer corps, who is 
popular with children. Before the 
tour begins, she talks briefly about 

(Continued on page 31) 
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ERILE - READY FOR USE 
R. BARD, INC. - MURRAY HILL,N.J. 


INTEGRITY ©. " 


ALNIWN® 
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FOLEY CATHETER + sizé [JJ 6 cc. 


cement 











In just 4 seconds this new package 
can be opened...easily, aseptically 
... placing at your disposal a 
Bardex® Foley Catheter, pre-steri- 
lized, ready for instant use. OOO 
The Steril-Peel™ package is one of 
the 16 major advantages that make 
Bardex Foley Catheters first choice 
in most hospitals ... advantages 
such as Por-Seal™, Bard’s exclusive 
foundation dip and silicone coating 


that reduces the effect of water 
absorption: multiple dipping for 
stronger, more uniform shafts; and 
the separately made, pre-tested bal- 


loon with reinforcing ribs that main- 
tain a symmetrical shape and 
provide up to 20% more resistance 
to bursting than in “blister” type 
balloons. OO Every one of the 
16 major advantages is needed to 
ensure uniform quality and depend- 
able catheter performance. To be 
certain that you get them all, 
specify BARDEX® Foley Catheters 
by name. 


Cc. R. BARD, INC. | 


MURRAY HILL, N. Jd. 


QUALITY 


BARD 


SINCE 1907 


BSoIAUaArsS 





THEN — postoperative analgesia meant lengthy immobili- 


zation with more complications and slower recovery. 


| 
ae 


‘Early 
mobilization 
is furthered 
with 


Alvodine 


ethanesulfonate 


Brand of piminodine ethanesulfonate 
postoperative analgesia 
and alertness 
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NOW — postoperative analgesia usually meats early 





) 


mobilization, faster recovery and fewer compli ‘ations. 
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Alvodine is the new Winthrop analgesic that is as 
effective as morphine in relieving postoperative 
pain. However, it allows the patient to be alert 
sooner, to move about sooner and to cooperate 
sooner because only rarely does it cause drowsi- 
ness or undue sedation. 

Clinical results in over 3000 patients showed 
Alvodine to be a real advance in the relief of pain 
—closer to “pure” analgesia than any drug yet 
developed. 

deCiutiis* says of Alvodine: “We believe that all 
surgeons and anesthesiologists will welcome a 
drug that when properly used in the postoperative 
period will give pain relief without so markedly 
depressing the patient that the recovery time is 
lengthened and the incidence of postoperative 
pneumonia and atelectasis increased.” 

With Alvodine, respiratory and circulatory depres- 
sion are rare; nausea and vomiting are uncom- 
mon. Alvodine does not cause constipation. 
Alvodine ampuis of 1 cc. contain 20 mg. Usual 
adult dose: from 0.5 to 1 cc. by subcutaneous or 
intramuscular injection every four hours as 
needed. Also available in scored tablets of 50 mg. 
for oral administration. Narcotic blank required. 


*deCiutiis, V. L.: Evaluation of 

Alvodine: a new narcotic analgesic, (ly 

a double blind study, Current Res. iithnop 
Anesth. & Analg., 40:174, March- Pace tye 
April, 1961. 


Alvodine (brand of piminodine ethanesulfonate), trademark reg. U.S, Pat. Off. 
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Raising money 
isnt Kid Stuff 


Raising money today is harder than ever before. 

There’s not a person you know who hasn’t been ap- 
proached by committees, bombarded through the mails 
or tagged on the streets. 

So just remember when your Hospital sets out to raise 
funds it’s easier and easier for people you ask for money 
to say, “No.” 

That’s why so many Hospitals have turned over the ever- 
present problem of organizing fund-raising appeals to 


the American City Bureau. Since 1913 our experienced 
staff has been the guiding and driving force in more 
than 3,600 campaigns. z 

Would you like to know how this experience can help 
your Hospital raise the money you need? Just call or 
write our nearest office. Without cost to you, we’ll make a 
study of your special problems and prepare an individual 
plan to meet them. 


AMERICAN CITY BUREAU Professional Fund-Raising Counsel for Almost Half-a-Century 


New York 16, N.Y. 
386 Park Avenue South 


Chicago }, Ill. 
3520 Prudential Plaza 


Atlanta 9, Ga. 
1375 Peachtree St. Bldg. 


Sacramento 25, Calif. 
451 Parkfair Drive 


Houston 25, Texas 
1202 Prudential Bldg. 


Founding Member American Association of Fund-Raising Counsel 
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the hospital and explains that the 
people there want to help the chil- 
dren get well and return home as 
quickly as possible. The children 
are told that they may be hurt 
now and then but that this hurt 
will be as little as possible. The 
tour includes visits to the admit- 
ting office, where the children will 
receive a gift when they enter the 
hospital; the information desk, 
where parents pick up their visit- 
ing passes; the main kitchen; the 
x-ray department; the lounge, 
where parents may wait while 
their child is in surgery, and the 
pediatric section, where the chil- 
dren see the playroom and the type 
of room they will occupy. 

The children profit by knowing, 
to some extent at least, what is 
going to happen to them when they 
enter the hospital. The program is 
planned by the hospital public re- 
lations department on the theory 
that children, like everyone else, 
like to be “in on the know”. a 


Jaycees learn disaster 
routine in hospital 

A training course in hospital 
disaster routine was recently pro- 
vided for members of the Mont- 
clair (N.J.) Junior Chamber of 
Commerce (Jaycees) by the Mont- 
clair Community Hospital. 

The purpose of the three-session 
course was to acquaint the Jaycees 
with the hospital’s plan for action 
in the event of a disaster and to 
train them in some of the ways 
they could assist in the “disaster 
routine”. They learned how to set 
up beds, carry and lift patients, 
use wheel chairs and stretchers in 
transporting patients and employ 
other techniques that would be 
helpful. Instructors included the 
deputy chief of the Montclair Fire 
Department and members of the 
hospital staff including the director, 
the safety chairman, the plant su- 
perintendent, the director of nurses 
and the building and grounds 
chairman. 

This training program had the 
virtue of creating a “reserve pool’ 
of individuals who can assist the 
hospital in the event of a disaster. 
A secondary benefit is the value of 
involving some of the young men 
of the community in a _ hospital 
activity. Those at the hospital who 
directed the program feel that they 
are now better equipped to train 
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HOSPITAL LABORATORY is one of the areas visited on the tour where children see one of the 
animals used in medical tests and research. The children also visit the pediatric section where 
they see the well-equipped playroom and the type of room they will occupy in the hospital. 


other groups in disaster methods, 
as well as to carry out a broad 
general program aimed at getting 
better participation and support by 
the general public of hospital ac- 


tivities. From the point of view of 
the young men who participated, 
this program furthered the goal of 
their organization, which is to pro- 
vide community service. La 


DEPUTY CHIEF of the Montclair (N.J.) Fire Department (at right) is instructing Jaycees in the 
proper method for lifting and transferring a severely injured patient as a part of a disaster 
training program at the Montclair Community Hospital. 





; > ce 


First 
the pause for 


patient 
identification- 
then the 
medication” 


Ident-A-Band' by Hollister places your patient's safety at 
your fingertips. Ident-A-Band stays on, stays legible, always 
positive. Just a glance and you know this is the right patient. 


ident-A-Band 


Hollister Incorporate: , 833 N. Orleans St., Chicago 10 + In Canada, Hollister Limited, 160 Bay St., Tor 4 _HoLListere 
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—report to the nation 


f hon CONCERN of the recently or- 
ganized Blue Cross Association 
with public interest in hospital 
costs is reflected in the Associa- 
tion’s 1960 Report to the Nation, is- 
sued last month. There were 60,000 
copies printed and distributed to 
leading newspapers and other pub- 
lications, community and govern- 
ment leaders, educators, hospitals, 
medical societies and allied organi- 
zations. 

In its annual report, Blue Cross 
states: “The elements making up 
the cost of hospital care are de- 
termined by the entire community 
—those who provide service, those 
who prescribe it, those who bar- 
gain for it, those who use and pay 
for it and those who plan facili- 
ties for it.” 

As one of those who “bargain 
for it’, Blue Cross presents this 
image of itself in the annual re- 
port: “A strange kind of organiza- 
tion that demonstrates its viability, 
strength and growth by showing 
that it made no money, but strove 
instead for the slimmest of margins 
between income and expense.” 

From such a modest beginning, 
the report develops a picture of 
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growth and progress. There were 
1,041,832 new members enrolled 
despite recession and unemploy- 
ment. Connecticut Blue Cross also 
joined the Association in 1960, thus 
bringing the total U.S. membership 
to 56,063,215, as compared with a 
membership figure of 53,807,966 in 
1959. 

Benefits paid by Blue Cross plans 
in the United States during 1960 
totaled $1.5 billion. This repre- 
sented 92.81 per cent of earned 
subscription income. Operating ex- 
penses were 5.09 per cent, and 2.1 
per cent were added to reserves. 

With regard to hospital costs, the 
report does not seek merely to 
catalogue and apologize for them. 
Instead it stresses the need for the 
entire community to accept re- 
sponsibility jointly with Blue Cross 
and hospitals for determining real 
causes and arriving at real solu- 
tions. “The cost of operating hos- 
pitals and of providing prepaid care 
is a matter deserving the maxi- 
mum amount of responsible atten- 
tion and public education.” 

The public is warned that de- 
mands for indiscriminate cost-cut- 
ting ‘‘may cripple the capacity of 
the hospitals and the prepayment 
agency to meet real and vital com- 


munity obligations”’. 

‘Another danger is that real 
factors influencing costs may be 
ignored in short-sighted retrench- 
ments that ‘solve’ the problem by 
limiting benefits or creating fi- 
nancial barriers to needed care.” 

There is also a brief review in 
the report of some factors that 
make Blue Cross “a logical and 
effective instrument for commu- 
nity action’. 
review committees to check on 
utilization, extended benefits for 
outpatient care and joint planning 
of new health facilities are dis- 
cussed. “Areas where Blue Cross 
works with hospitals and the com- 
munity to achieve solid—if unsen- 
sational—results.” 

“Every Blue Cross Plan,” the re- 
port states, “has in some way aided 
its community and its hospitals 
toward cost-saving, quality-pro- 
ducing methods.” 

The report concludes with the 
sound observation that review of 
the given data together with a 
cooperative working arrangement 
among all parties concerned should 
“furnish a model way for a rational 
and democratic society to secure 
itself against the cost of hospital 
care”’, 


Procedures such as 
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by GEORGE BUGBEE 


BROADER 
HORIZONS 
IN THE FIELD OF 


O COUNTRY other than ours has 
N ever had such great oppor- 
tunity to shape the development of 
medical care, both because of our 
resources and because of our van- 
tage point in studying many types 
of organization here and abroad. 
We certainly should have the abil- 
ity to organize medical care to 
sustain the trend toward ever 
better quality which has been so 
dramatically evident in the last 
few decades. 

But the challenge before us—and 
here I mean the entire country, in- 
cluding those in the health field— 
is whether we have the courage to 
support voluntary effort with all 
of its acknowledged accomplish- 
ments and advantages in the face 
of the steadily rising expenditures 
required to pay for the health 
services we need and want. 
Whether we continue as a public 
to generously finance the medical 
establishment will be very much 
conditioned by prevailing opinions 
of the value of the service and the 
responsibility shown by those who 
provide it. 

Total annual expenditures for all 
types of medical care have risen 
from $3 billion 30 years ago to $25 
billion today, or from 3.6 per cent 
to 5.4 per cent of a much larger 
gross national product. If we ex- 
amine hospital expenditures as 
only one type of medical care, we 
find that private expenditures in 
the 30 year period have increased 


George Bugbee is president of Health 
Information oundation, New York City. 

This article is adapted from a presenta- 
tion given at several hospital association 
meetings in Spring 1961. 





The climb in hospital costs in recent 
years has by no means begun to level 
off, the author states, and the public 
will continue to question whether the 
rate of expenditures for medical care 
is necessary, even though it has come 
to value such care highly. Yet, the 
author predicts, the hospital’s assign- 
ment will continue to increase in im- 
portance and the population will con- 
tinue to support voluntary effort if 
those in the health field work deter- 
minedly together to improve the plan- 
ning and operation of health facilities. 





from $400 million to $5.5 billion. 
Hospital care now represents ap- 
proximately 30 cents of every 
medical care dollar compared with 
14 cents 30 years ago. This means 
that hospital expenditures occupy 
a far more important place in the 
medical care budget. 

This increase in hospital expen- 
ditures is in part due to an increase 
in unit cost of a day of care which 
has gone up the most of any com- 
ponent of medical care—approxi- 
mately 340 per cent since 1940. The 
unit cost of a day of care and the 
insurance coverage for hospitali- 
zation which reflect the increase 
are the fastest rising items in the 
medical price index. 

A recent edition* of the Wall 
Street Journal commenting on the 
0.1 per cent increase in cost of liv- 
ing in this country for February 
1961 said: “Medical care was 
another major contributor to the 
February price increase, the Labor 
Department reported, rising 0.6% 
from January levels. Primary 


*March 27, 1961. 
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HEALTH AND WELFARE 


causes of the increase were higher 
rates for hospitalization insurance 
and surgical insurance, The Febru- 
ary index was 159.4%, up 3% 
from a year ago.” 


INCREASED HOSPITAL USE 


Use of hospital care has increased 
by no means at the same rate as 
has price, but the population is 
now using approximately one and 
three-tenths days of general hospi- 
tal care per person per year, 
whereas 30 years ago it used about 
nine-tenths of a day per person. 

These changes are familiar to all 
of us but are impressive in spite 
of their familiarity. Also, we all 
know that the higher prices we 
pay purchase a product that has 
changed vastly over the years, 
that a day of care in a hospital 
includes quite different and more 
effective services than was true 
only a few years ago. We know, 
too, that inflation has taken its 
toll on what the hospital dollar 
will buy, as it has in relation to 
other goods and services. But our 
great concern for the future is that 
the trend toward increased hospi- 
tal costs has not by any means run 
its course, Scarcely a day passes 
without some reminder that hos- 
pital costs have not yet leveled off. 

By the same token, neither has 
increase in expenditures run its 
course as a result of increased use. 
During my generation, the care of 
obstetrical patients has moved from 
home to hospital, and there is also 
a movement from home to hospi- 
tal for the last days of life. Deaths 
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in general hospitals have increased 
in the last 20 years from 34 to 48 
per cent of all deaths. The National 
Health Survey estimates that one- 
quarter of the patient days of serv- 
ice to those over age 65 are given 
in the general hospital for last ill- 
ness or terminal care. In all likeli- 
hood, we will see a continuation of 
this trend as only one example of 
the continuing increase in demand 
—in wise demand—by the public 
for hospital services. 


EFFECT OF POPULATION 


Expenditures for medical care 
inevitably will be greatly affected 
by our expanding population, 
which experts say will reach 235 
million by 1975. This will mean a 
great expansion in the number of 
people over age 65. These older 
people were but 4 per cent of our 
population in 1900. They now 
represent approximately 9 per 
cent, a gain resulting from longer 
life expectancy. Although the 9 
per cent is expected to remain 
fairly constant, a further increase 
in total number will come with a 
larger total population. But the 
change in the composition of our 
population and the types of medi- 
cal care required has not run its 
full course, and the medical care 
establishment will be continually 
challenged to meet the rising de- 
mand for care of a population liv- 
ing longer and suffering from quite 
different disabilities than prevailed 
at the turn of the century. 

Now that the infectious diseases 
have been brought under a large 
measure of control, the demands 


on medical science have shifted 
considerably. The leading causes of 
death in 1900 were influenza, pneu- 
monia and tuberculosis; today, 
heart disease and cancer and the 
diseases of old age remain as the 
primary challenges to medical sci- 
ence, placing great demands on 
physicians and hospitals. 

Does it seem likely that as a 
result of progress, we will even- 
tually need less medical care? 
Oddly enough, and regrettably, it 
does not. Certainly changing pat- 
terns of illness and better medical 
care have given us great triumphs 
not only in increased life expect- 
ancy but in greater family stability 
and longer, more productive years 
in the labor force. For example, 
the number of years that the aver- 
age person born today can expect 
to work, as contrasted with a few 
decades ago, has increased by one- 
third, with great advantage to so- 
ciety. Also, length of acute illness, 
its severity and the pain it can 
bring have been mitigated. But not 
without medical care whenever 
illness comes, as seems inevitable 
from time to time for most families. 
And now there is the likelihood 
that many more will need medical 
care for chronic illness in later life. 
One result of a longer life span, 
then, is a greater total need for 
medical care for the population as 
a whole. 

It is fair to say that an increase 
in chronic illness will further in- 
crease expenditures for medical 
care. There really are no measures 
available comparing the relative 
number of hospital days required 
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by chronic and acute illness for 
the total population; however, a 
recent survey sponsored by Health 
Information Foundation showed 
that 43 per cent of all families re- 
ported at least one member seeing 
a physician for a chronic condition; 
but this figure jumped to 69 per 
cent among families with medical 
expenditures of $1000 or more in 
a given year. 


PUBLIC WILL RAISE QUESTIONS 
Inevitably, greater use of medi- 
cal care will bring with it con- 
tinued public criticism of the need 
to invest more money in order to 
take advantage of advances in 
medicine. Public criticism of in- 
creased expenditures might be ex- 
pected to diminish if there were 
any prospect that expenditures 
would decrease, but all the factors 
just mentioned, both in trends of 
use of services and in estimated 
future demands, point in the op- 
posite direction. Moreover, we must 
expect that for many years the 
public will continually question 
whether the rate of expenditures 
for medical care is necessary, even 
though it values such care highly. 
Voluntary health insurance bene- 
fits continue to cover an increasing 
proportion of the nation’s hospital 
bill and are destined to play a 
greater role as hospitals provide 
more outpatient and diagnostic 
facilities. But although the trend is 
clear and progress is continually 
documented, we must not expect 
the public to understand readily 
the many changes that are taking 
place. The public is vulnerable to 
every little breeze in the medical 
economy; we must demonstrate 
that it is the prevailing winds that 
really count. 

Hospitals are faced with par- 
ticular challenges by the changing 
patterns and resulting public ex- 
amination which I have described. 
The organization and distribution 
of hospitals will be continually 
questioned. The public wants serv- 
ice conveniently available and, on 
the other hand, economy in capital 
investment and use of operating 
funds. With so large a portion of 
the medical care dollar financed 
through voluntary health insur- 
ance, there is also going to be 
public concern that care is not over- 
used—that is to say, used exag- 
geratedly or beyond what seems 
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necessary simply because insurance 
benefits will cover the cost. As al- 
ways, and as we are all aware, 
there will also be continual ques- 
tion raised as to whether hospitals 
are efficiently operated. 

The public may not be hostile 
and carping by nature and I do not 
mean to make a number one enemy 
of public opinion. On the contrary. 
But a hypercritical public is apt 
to be an uninformed public, and I 
suggest that a large proportion of 
our population does not understand 
nor appreciate the difficulties of 
bringing together for use by the 
physician all the various highly 
trained personnel and complicated 
equipment which are required to 
make hospital care effective for 
the patient. We can all cite ex- 
amples of this failure in under- 
standing on the part of the public. 

I was startled recently by an 
item in the New York Times* re- 
porting on a talk given by Presi- 
dent Sarah Gibson Blanding of 
Vassar College in which she de- 
plored the increased cost of a col- 
lege education and the inefficiency 
which she felt was present in many 
colleges. I quote one paragraph 
from that article: 

“She called ‘phenomenal’ the 
present waste permitted in the 
running of all private colleges. Miss 
Blanding agreed with Jacques Bar- 
zun, dean of Columbia’s Graduate 
Facilities, that ‘next to hospitals, 
American colleges and universities 
are the worst administered private 
establishments in the land.’ ” 

I can sympathize with Dr. Bland- 
ing’s wish to resolve the difficul- 
ties of managing a college effi- 
ciently; I should imagine it is a 
very complicated job. And had she 
employed a quotation emphasizing 
the extreme complexity of hospi- 
tal operation rather than one which 
condemned summarily the effi- 
ciency with which hospitals are 
operated, I would have little dis- 
agreement. As it is, with consider- 
able background for judging hos- 
pital problems, I cannot help but 
resent the statement, even though 
it may well represent the kind of 
statement the health field must 
prepare itself to answer. 

Not only will there be repeated 
public demands for increased hos- 
pital efficiency, there is every in- 


*March 19, 1961. 


dication that organization involv- 
ing the physician will proliferate 
and that the hospital’s assignment 
will become more important. We 
will see a continuing increase in 
complicated diagnosis and treat- 
ment, not only for short-term, 
acute care, but for intricate pro- 
cedures perhaps best illustrated by 
heart surgery. In addition, if the 
patient with chronic illness is to 
have continuity of medical care, 
including all of the services com- 
prising what we think of as “re- 
habilitation”, then we must see 
the hospital become a center for 
long-term care. Perhaps we are all 
hoping for the time when care of 
chronic disease, including mental 
illness, is within the over-all um- 
brella of the general hospital. If 
so, it is not an idle dream. There 
is definite progress in this direction, 
although not at a rate which will 
soon catch up with needs. 

Increasingly complex diagnostic 
and treatment procedures and a 
wider range of institutional serv- 
ices under one organizational roof 
are not the only administrative 
complications which lie ahead. It 
is clearly evident that the medical 
profession is moving toward more 
self-regulation. This is an aspect 
of medical practice that is depend- 
ent to a high degree on an or- 
ganizational setting if it is to be 
successful. The best example pres- 
ently is the Joint Commission on 
Accreditation of Hospitals; how- 
ever, the more recent increases in 
organization of medical staff com- 
mittees to review hospital ad- 
missions and length of stay are 
indicative of added use of organi- 
zation by physicians and the strains 
which will be placed on hospitals 
and those responsible for adminis- 
tration. 


TREND TOWARD GROUP PRACTICE 


Then, too, the future organiza- 
tion of medical care now practiced 
in the physician’s office is very 
much in flux. A recent study of 
group practice shows a substantial 
increase in the number of physi- 
cians involved in group arrange- 
ments. To accommodate physicians’ 
mutual needs, some hospitals have 
built adjacent office buildings es- 
pecially for the medical staff. 
Throughout the country, we have 
seen an outgrowth of group 
practice clinics with office care 
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rendered in a setting requiring 
substantial investment in physical 
plant, equipment and related per- 
sonnel to facilitate the work of 
physicians, 

Such facilities, properly staffed, 
can often reduce the need for hos- 
pitalization for certain complicated 
procedures. There are important 
economic advantages to this com- 
bining of diagnostic and treatment 
facilities needed for inpatients and 
outpatients, not to mention added 
convenience for physicians and pa- 
tients alike. But if this represents 
a long-time trend, the assignment 
of physicians and hospital admin- 
istrators will not become more 
simple. 

There are definite trends, then, 
toward greater organization of 
medical care. There will be con- 
tinuing examination of the cost of 
services, and even more important 
as a measure of ultimate success 
will be the degree to which organi- 
zation is acceptable to the physician 
and encourages optimum service to 
patients. This success implies not 
only the scientific aspects of medi- 
cal care but the personal and 
thoughtful type of attention we all 
hope for in time of illness. Again 
it is important to remember that 
much illness in the past was short- 
term, acute; that its early termina- 
tion made medical care a relatively 
transient experience. Chronic ill- 
ness, on the other hand—only too 
evident as the predominant prob- 
lem of the future—extends over 
long periods, requiring early and 
regular consultation with the phy- 
sician, and even closer cooperation 
between physician and patient for 
intelligent adaptation to the limita- 
tions of illness and the require- 
ments of treatment. 


FOCUS ON PLANNING 


Increased expenditures for medi- 
cal care have already focused much 
attention on the planning of facili- 
ties, and we all are conscious that 
there is need for flexibility within 
the changing patterns of illness. 
How many beds are needed? For 
what types of facilities should we 
plan? Is there a danger of over- 
building? Although I have found it 
difficult to be too alarmed by the 
possibility of excess capacity—too 
many hospital beds—in the face of 
the growth in population which we 
know is taking place, we do have 
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difficulty in raising capital funds 
for hospital construction, and these 
funds must be used to best ad- 
vantage. 

The question is more nearly one 
of quality or type than sheer 
quantity, Inevitably, we are mov- 
ing toward larger groupings of hos- 
pital beds. The pattern is familiar: 
the smaller the hospital, the lower 
the occupancy and the less inten- 
sive the use. Therefore, if long- 
term units are to be combined with 
short-term beds, we can obtain 
greater flexibility within the in- 
dividual hospital. We will certainly 
see fewer but larger hospitals; in 
other words, a continuation of 
present trends. 


UNRESOLVED QUESTIONS PREVAIL 


But there are many unresolved 
questions in hospital facility plan- 
ning. The big population growth 
has been suburban, whereas the 
largest and best hospitals have de- 
veloped in central cities. Our most 
valuable research and educational 
activities have also tended to be in 
central cities; yet, in spite of this, 
we see a trend toward decentraliz- 
ing the hospital physical plant. If 
planning is not carried on with 
great insight, we may well lose 
some of our most valuable assets, 
not only in new medical knowl- 
edge but in maintaining the best 
type of care. 

Jack Haldeman, M.D., who is in 
charge of the Hill-Burton hospital 
construction program for the U.S. 
Public Health Service, has stated* 
in abbreviated but very clear form 
the essence of our assignment in 
planning medical facilities in the 
future: 

1. That you should be as inter- 
ested in ambulatory care as you 
are now in bed care; 

2. That you should be as inter- 
ested in long-term care as you 
now are in short-term care; and 

3. That you should be as inter- 
ested in assisting the physician in 
the care of his patient in the home 
as you are now in assisting him in 
the care of his patient in the hos- 
pital. 

It seems that all of the metro- 
politan areas which contain so 
large a proportion of our popula- 
tion must devote greater time and 
energy in planning the hospital 

*American Hospital Association work- 


pee on the Organization of Hospital In- 
patient Services, Chicago, Jan. 27, 1961. 


physical plant and, in fact, com- 
munity organization of medical 
care if we are to maintain progress 
within the resources available for 
capital investment. The national 
economy presently is not rising at 
the rate prevalent during the past 
20 years; yet it seems inevitmble 
that we will see a resumption of 
the trend toward much greater 
personal income, better distributed 
through our population. There has 
already been a great increase in 
the discretionary income available 
to the public. If the figures I have 
quoted indicate that Americans 
place a high value on medical care 
—and I believe the evidence is in- 
controvertible—we are all devoting 
a greater portion of our income for 
health services and will continue 
to do so. 

The question, of 
whether our relatively free econo- 
my will retain public support, 
with the proportion of spending 
for medical care continuing as a 
matter of individual decision, or 
whether controls and limitations 
will be imposed through govern- 
ment. The issue is not by any 
means resolved, although it is my 
belief than an informed public will 
retain its freedom and its inde- 
pendence. 


course, is 


VOLUNTARY SYSTEM WILL CONTINUE 


I am even optimistic that volun- 
tary organization will continue to 
shape the future of medical care in 
this country. So personal a rela- 
tionship exists between physician 
and patient for the type of service 
all of us want that the medical 
establishment must be shaped to 
preserve that relationship. I be- 
lieve the American public is very 
conscious of this element which 
makes medical care vastly different 
from many other service activities. 
I also believe that our population 
will continue to support voluntary 
effort and accept the increased ex- 
penditures needed for service if 
the medical profession and others 
in the health field work together 
for efficient planning and operation 
of our facilities. This country has 
shown great talent in organization 
and in willingness to explore and 
experiment. We have a long and 
successful history of local effort on 
which to build and I believe we 
will meet the challenge of 
change. . 
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TWO STEPS 


iO cNRO —_——_— 


should be asked, rather than 
“How can we reduce turnover?” is, 
“What can we do to make our hos- 


pital the kind of place that will at- 
tract and retain qualified people?” 
Most hospitals today have con- 


ducted fund-raising drives at one 
time or another. These campaigns 


were carefully planned and organ- 
T UJ R \ VE R ized, step by step. The same kind of 
extensive planning and campaign- 
ing is needed in an attempt to re- 
duce turnover; it must be a total 


effort. Let us follow through the 
analogy between a fund-raising 


campaign and a drive to reduce 
turnover. 
1. Someone has to be chairman of 
the drive. 

Leadership and_ responsibility 
have to be vested in one person. 
Yet many hospitals still do not 
center the personnel function or 
responsibility for the personnel 
program in any one individual. As 
a result, little direction or over-all 
planning is possible. In almost any 
endeavor, responsibility has to be 
established. 

2. The situation has to be assessed. 

Before embarking on a fund- 
raising campaign, we carefully size 
up our problem and our need. This 
is equally true in an effort to re- 
duce turnover. What do we offer 
compared to other hospitals and 
” Betty Greer is director of personnel, 


Memorial Hospital of Long Beach, Long 
Beach, Calif. 
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gong TURNOVER in the hos- 
pital is an important factor. 
it is here that much of the “hid- 
den personnel costs” are reflected. 
Many of the costs involved can be 
measured in dollars and cents, but 
others have an intangible value. 
Among the more important meas- 
urable costs are: 

1. Recruitment (advertising, 
etc.) 

2. Screening (interviewing, pre- 
employment physical examination, 
etc.) 

3. Training (general orientation 
and specific job training) 

4. Lowered production 


John P. Hyden is the assistant adminis- 
trator, Ball Memorial Hospital, Muncie, 
Ind. At the time this article was written, 
he was personnel director, Norwegian- 
American Hospital, Chicago. 





Effort to reduce employee turnover 
cannot be sporadic or half-hearted, 
the author declares, but must be given 
the same kind of attention as any 
other important hospital campaign. 
She outlines the steps in organizing 
and conducting a campaign against 
turnover, drawing on one _ hospital’s 
successful effort for illustration of 
suggestions offered. 





industrial firms in the community? 
Are our salaries, hours, working 
conditions and benefits in line? 

Elementary to any program, any 
hope for stabilizing turnover is a 
progressive effort to improve sal- 
aries, working conditions and em- 
ployee benefits. The industrial 
worker enjoys some $900 extra 
per year in fringe benefits. This is 
one gap that must be narrowed if 
hospitals are not to continue to 
lose out in the competition for em- 
ployees. 


BATTLE AGAINST ‘GREENER FIELDS’ 


Better benefits alone are not 
enough. Hospitals fight a constant 
battle against the “greener fields” 
of better hours and free week ends. 
Being service organizations devot- 
ed to the highest concepts of pa- 
tient care, hospitals require staff 
availability for various shifts and 
for week-end and holiday work as 
needed. While we cannot always 
beat the competition, we can elim- 
inate some undesirable practices, 
which habit, not real need, may 
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Personnel turnover is expensive in 
terms of both tangible and intangible 
costs, the author states, and it is im- 
portant for a hospital to learn the 
extent of its problems in this area. He 
describes methods used by one hospital 
to determine the extent of depart- 
mental turnover, and in so doing, to 
pinpoint trouble spots. 





5. Time spent by supervisor with 
new employee 

6. Rescheduled work (food that 
couldn’t be served, laundry that 
had to be redone, etc.). 

The possible disruption of serv- 
ice to the patient and the strain 
on public relations are among the 
intangible expenses of employee 
turnover. These intangible costs 


still keep in our work schedules, 
Some hospitals have experimented 
with part-time employees hired 
just for week-end duty or with 
premium pay for Sundays. There 
are built-in disadvantages for those 
dedicated to hospital work, but we 
should try to avoid imposing upon 
this dedication. 

3. No campaign will be stronger or 
more effective than its team cap- 
tains. 

The quality of the operation and 
the work done within the hospital 
is greatly dependent upon depart- 
ment heads and supervisors. No 
administrator today can carry the 
entire load of directing the hospi- 
tal. He delegates part of this re- 
sponsibility to his supervisory staff. 
In turn, these persons accomplish 
their work through the employees 
they supervise. With from 65 to 
70 per cent of most hospital budg- 
ets allocated to salaries and wages, 
the effectiveness of supervision be- 
comes vital to the hospital, the em- 
ployee and the community. 

In the past, even though hospi- 
tals bought the latest equipment 
and trained people in technical 
skills, little or nothing was done to 
help supervisors become better 
managers. Many hospital super- 
visors rose to these positions be- 
cause of high technical skill or 
professional competence, but never 
had an opportunity to study either 
what management is or what their 


could be more serious and more 
expensive than the measurable 
costs. Studies indicate that costs of 
labor turnover increase with the 
skills of the worker and with job 
diversification, which requires a 
longer period of time for a worker 
to learn all elements of the job. 
As a job requires more skills 
related to supervision and man- 
agement, there is a further in- 
crease in the proportionate cost.! 
Several hospitals have determined 
that the actual cost of turnover 
has averaged one month’s salary, 
plus the intangible factors that 
cannot be measured in absolute 


terms.2. There is considerable 


agreement, although it cannot be 
substantiated, that as a “rule of 
(Continued on page 44) 


role as a manager is. Industry has 
been working in the area of super- 
visory training and development 
for many years. This is an area 
that hospitals can ill afford to ig- 
nore. 


DEVELOPMENT PROGRAM 


Three years ago when our hos- 
pital faced the problem of plan- 
ning to move into a new 400-bed 
facility, we found little hospital 
experience to draw upon. It was 
evident that we would need to 
strengthen management skills in 
order to cope with the many prob- 
lems and larger responsibilities 
that would automatically come to 
our supervisory group. We formed 
a steering committee, and it out- 
lined the following objectives for 
a long-range program: 

1. To increase understanding of 

the role of the supervisor 
. To increase understanding of 
supervision 

3. To increase 

skills 

. To develop increased sensitiv- 
ity in the area of human re- 
lations. 

None of us expected miracles. 
We pointed out to the administra- 
tor that we were not thinking in 
terms of a “one-shot” course, but 
that this would be a continuing 
program, as we did not expect to 
change undesirable supervisory 

(Continued on next page) 


communication 
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HOSPITAL 
DOLLARS 
ADD 

BENEFITS 


habits or patterns overnight. 

The purpose of the program was 
“to aid management personnel in 
the continued development of their 
individual abilities as supervisors 
and to assist them in greater under- 
standing of themselves and the 
people with whom they work; to 
stimulate supervisors to exercise 
their powers of development in a 
changing hospital world and at the 
same time to achieve increasing 
success and satisfaction in the job 
for themselves.” 

We set up the opening phase of 
the program in three units, the 
first of which was held in the 
spring of 1958. Four groups of 15 
supervisors and department heads 
met three hours a week for six 
weeks. These sessions were led by 
faculty members from a nearby 
university and covered supervi- 
sion, the role of the supervisor and 
management techniques. 

The next fall a second unit ex- 
plored the area of group dynamics; 
it was led by a university faculty 
member. The same size groups met 
three hours a week for four weeks. 
Then, for a change of pace and pat- 
tern, case studies involving princi- 
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ples of human relations were pre- 
sented in an intensive two-day 
session. Thirty supervisors met in 
a nearby resort hotel for these 
conferences. Being away from the 
hospital setting and the immediacy 
of their problems helped them to 
relax and devote their attention 
completely to cases presented. 
There was another important by- 
product. The informality and re- 
laxed atmosphere gave the super- 
visors an opportunity to become 
better acquainted with one another 
as individuals. This was helpful in 
providing insight into the others’ 
problems. 

This type of session was so suc- 
cessful that a second two-day meet- 
ing was held the following fall. 
Sensitivity training, which uses a 
completely unstructured approach, 
was included in the sessions. Each 
participant in this type of train- 
ing has an opportunity to gain in- 
sight into himself by exploring 
how others in the group see and 
react to him, Through his own un- 
derstanding of himself, he is thus 
better able to understand the be- 
havior of others. 

For continuing its development 
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(ABOVE) During one of the hospital information series programs for employees 
conducted by Memorial Hospital of Long Beach (Calif.), a skit, ‘‘The Rumor 
Clinic’, was presented, showing how facts can become distorted and how 
employees can get the facts instead of letting the rumor continue to grow. 
(LEFT) Poster illustrations are an easy and effective way to show em- 
ployees some of the ‘“‘fringe benefits’ attached to working for the hospital. 


program, our supervisory group 
has expressed interest in confer- 
ence leadership training and prob- 
lem-solving sessions. These sug- 
gestions will be followed in future 
planning. The steering committee 
believes that a good beginning has 
been made, but that the strength- 
ening of the quality of supervision 
is a vital project to be carried on 
on a carefully planned basis. 
Through extension services, 
many colleges and universities can 
offer assistance to a hospital in 
planning a supervisory training 
program. Or, two or more hospitals 
in a community could join together 
to bring courses to their supervi- 
sors. Staff members of large indus- 
tries who have done supervisory 
training often are willing to give 
advice and guidance. 
4. For any successful campaign 
the sales staff has to be trained. 
Employees actually are very 
much like salesmen. Their contacts 
with patients, public and physicians 
can build or can seriously damage 
a hospital’s reputation for patient 
care and its place in the commu- 
nity. Therefore, the proper groom- 
ing of these salesmen cannot be just 
hit and miss. Heaviest turnover in 
most hospitals comes during the 
first three months of employment. 
This critical stage requires careful 
orientation and training. 
Orientation has two important 
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parts: to the hospital as a whole, 
and to the department in which 
the new employee will work. The 
general hospital orientation can 
emphasize the team relationship 
between departments, hospital 
ethics, and the general hospital 
operation. In our hospital this pro- 
gram is a joint effort of the per- 
sonnel and public relations depart- 
ments and is held once or twice 
each month. A common weakness 
in orientation is attempting to give 
too much material in too short a 
span of time, so that the new em- 
ployee becomes more confused than 
enlightened. 


DEPARTMENTAL ORIENTATION 


The more frequently neglected 
area is the introduction of the new 
employee to his own department. 
Often this is left to chance or to 
the whims of the departing worker 
who is given the job of training 
his replacement. 

Special orientation check lists 
can be developed or a sponsor 
system can be used. New em- 
ployees in the nursing department, 
for example, can be brought in for 
training on the day shift, regard- 
less of their permanent shift as- 
signment, and thus knowledge of 
procedures and routines can be 
checked against hospital practices. 
Every department head should give 
careful thought to the best method 
of integrating a new employee in- 
to the work group. 

Employees are often the last to 
know and understand what is hap- 
pening within the hospital. How 
can we expect them to be good 
salesmen unless we give them the 
kind of information they need? 
Surely, they, above all others, 
should understand why hospital 
costs have increased over the 
years, and other facts about the 
economics and operation of the 
hospital. 

Believing this kind of informa- 
tion to be basic to the development 
of good employee attitudes, our 
board and administration sup- 
ported a series of informational 
programs for employees. A series 
of one-hour meetings, worked out 
by the public relations and person- 
nel departments, stretched over a 
period of one year. Since the maxi- 
mum in communications is never 
reached, other informational meet- 
ings will be held as needs occur. 
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The first program was devoted 
to the organization of the hospital, 
the medical staff, the hospital 
budget, and the costs of operation. 
Another meeting emphasized the 
employee as a team member and 
how each department and employee 
in the hospital supports the other. 
A mythical patient was traced 
through her hospital stay in such a 
way as to interweave the various 
departments and services involved. 

In another session, supervisory- 
employee relationships were ex- 
plored; what each could and should 
expect from the other. One of the 
problems in most hospitals is en- 
suring that the patient is regarded 
as a person and not just the “gall 
bladder down in 302”. A film on 
patient relations served as the 
springboard for the discussion of 
our own standing in this respect 
as shown in patient opinion polls. 
The role of every employee as a 
“public relations ambassador” was 
emphasized in a television parody, 
which tried to bring out the im- 
portant factors in serving the pa- 
tient and the community. 

The grapevine thrives on rumors, 
some constructive, some destruc- 
tive. A skit, ‘““Rumor Clinic’, and 
the use of the old device of starting 
a set of facts to see how distorted 
they can become, made the point 
of the employee getting the facts 
instead of keeping the rumors go- 
ing. Because the understanding of 
hospital costs is so vital to the sur- 
vival of the voluntary hospital, a 
second meeting was held on the 
subject of the economics of the 
hospital. Facts were given on 
where the money comes from, what 
kinds of patients support it, how 
long they stay, how they pay and 
where the dollars go. 

In presenting these programs, 
various visual and audio aids illus- 
trated the points being made. Color 
slides of employees, with syn- 
chronized tape-recorded comments, 
gave the effect of a sound slide film 
series at a fraction of the cost. 
Flannel boards, charts, skit tech- 
niques, posters and films were used. 
Any series of this type has to be 
tailor-made to a hospital’s partic- 
ular needs. Ours is an important 
part of our communications pro- 
gram. 

5. The staff needs to feel a part of 
the team. 

How much can employees par- 


ticipate in the activities that affect 
them, and how can this be accom- 
plished? Many industries believe 
this is the key to successful opera- 
tion. Within the authoritarian 
structure of the hospital this has 
been a slowly growing concept. 

During our intensive United 
Hospital Fund drive, a group of 
team captains from among our 
employee and supervisory group 
spearheaded the campaign for 
funds among the employees. They 
did an outstanding job, and as a 
result of their efforts we topped 
our goal. At the end of the drive 
it seemed wasteful not to continue 
to use the resources of this group, 
and so on an informal basis a 
personnel advisory committee was 
formed. 

This committee assisted in plan- 
ning the Christmas party and the 
hospital picnic and in organizing 
a bowling league. Its opinion was 
sought on insurance programs un- 
der consideration while in the 
formative stages. 

After functioning on this basis 
for one year, the idea of election 
to the committee was discussed and 
accepted. Bylaws were drawn up, 
and the first elections held in 1958. 
Members are elected from different 
groups within the hospital, so that 
all departments are included. This 
group elects its own chairman; and 
it meets monthly or oftener as 
needed. Funds for the committee’s 
activities come from proceeds from 
the vending machines, One of the 
fun projects the committee planned 
was a theater party, which 100 
employees and their guests en- 
joyed. 


OTHER COMMITTEE ACTIVITIES 

The bowling league has its own 
group of officers and has proved to 
be one of the more popular proj- 
ects. The personnel advisory com- 
mittee also assisted with the for- 
mation of an investment club. In 
addition to the sponsoring of such 
activities, of course, the committee 
channels suggestions and com- 
plaints to administration. 

A credit union is an employee 
operated and directed activity. The 
only part the hospital need usually 
play is in giving space and en- 
couragement to its operation. A 
number of hospitals hold hobby 
shows, which have been success- 
ful in stimulating employee inter- 
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CHILDREN’S playground overlooking the new maternity wing of the Donald N. 
Sharp Memorial Community Hospital, San Diego, Calif., features many unusual 
pieces of playground equipment. (Both the playground and the new wing were 
designed by the firm of Frank L. Hope and Associates, San Diego.) 


HOSPITAL PLAYGROUND I$ FUN AND SAFE 


A children’s playground with modern attractive equipment has 
proved to be an immediate success at the Donald N. Sharp Me- 
morial Community Hospital, San Diego, Calif. 

The playground measures 25 by 50 ft. and can accommodate ap- 
proximately 30 children at one time. The equipment, donated by the 
20-30-Club of San Diego, a young men’s service club, includes a 
freeform sand box called “sand valley’, raised concrete stepping 
stones, three ‘*hill and dale” climbers, an elevated playhouse, imagi- 
native “horses”, “monkey ladders’ and a stone tea-party table. 
Most popular with the children is a 16-foot plastic sculptural slide 
donated by the industrial designer son of a member of the hospital's 
medical staff. 

Situated between the hospital’s main building and its new mater- 
nity wing, which has outside nursery viewing windows, the play- 
ground is ideally located for families wishing to spend some time 
in the viewing area. The hospital reports that it has also proved to 
be a boon for parents who would like to visit patients, but do not 
want to leave children at home or in cars. Even physicians on the 
attending staff bring their children on week ends to play while they 
attend to hospital duties. All young playground visitors are super- 
vised by hospital auxiliary members. 


THE MOST popular piece of equipment is this 16-foot plastic sculptural slide, 
donated by an industrial designer. 
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est and participation. Many mem- 
bers of our hospital family have 
taken interesting trips and have 
shared them in a color slide travel 
series. These are a few of the many 
types of participation in which em- 
ployees can share. 

6. In any drive, contacts have to 
be pinpointed. 

Few successful campaigners 
would begin a campaign without 
some knowledge of the prospective 
donors. They would know who they 
were and how they should be con- 
tacted. Likewise, in combatting 
turnover there is no substitute for 
good recruitment and selection. We 
need to take a good hard look at 
our recruitment and selection prac- 
tices. 

An aid in selection that we have 
used is the development of “job 
profiles”. In those job categories in 
which a fairly large number of 
people are employed, the charac- 
teristics or patterns of the “suc- 
cessful” and the “unsuccessful” can 
be studied. 

The profile may include such 
items as best age range, minimum 
or maximum education desirable, 
best type of experience, physical 
build (the small, wiry person may 
work out better in a maid or jani- 
tor position than a large, husky 
person, for example), best appli- 
cant source, and the like. Such 
patterns are not scientifically ac- 
curate; they merely assist the in- 
terviewer in focusing on the kind 
of person for whom he should be 
looking to fill a particular position. 

Although it is often difficult for 
a department head or supervisor to 
realize this, simply hiring a body 
to cover a vacancy does not help 
him. The fact is that it may actu- 
ally cost him more in the extra 
time that is so precious to him, be- 
cause nine times out of ten the 
training of that body will be wasted 
effort. 

NURSING STAFF TURNOVER 

The registered nurse in most 
hospitals today is one of the most 
“transient” of employees. She can 
literally work anywhere in the 
world. California has the particu- 
lar problem of nurses coming out 
to work during months that are 
unpleasant back home only to leave 
when the seasons change. This 
parade of new faces is discourag- 
ing. 
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Our director of nurses declares 
that those who come to work for 
three or four months create more 
problems than they solve in terms 
of the nursing shortage. In our 
correspondence with nurses out- 
side our area, we decided that we 
would emphasize that the kind of 
patient care our hospital wants to 
give requires persons who plan to 
work for a year or more. Screen- 
ing has been selective even when 
supply has been critical. It has been 
difficult at times, but we believe 
that the emphasis on quality has 
strengthened the nursing depart- 
ment and has given it more sta- 
bility than it has had for some 
time. As of July 1960, nearly 20 
per cent fewer nurses had been 
lost than for a similar period in 
1959. 

Are we doing anything to in- 
crease the supply of professional 
nurses in our particular areas? Can 
we give leadership to the commu- 
nity in establishing schools of nurs- 
ing in the junior colleges? Has a 
refresher course been offered re- 
cently for those nurses out of the 
nursing profession for several 
years? 

Until the establishment of a new 
two-year associate in arts nursing 
program at the local college, our 
town had no training school for 
professional nurses. However, it 
will be many months before a reg- 
ular flow of nurses from this source 
into the community will be felt. 

To offset this dependency upon 
outside sources and to attempt to 
get more stability into our nursing 
staff by employing more local area 
nurses, the nursing department in- 
augurated a refresher course. Par- 
ticipants paid a modest fee and 
received 48 hours of review, in- 
struction and supervised clinical 
practice. They were screened on 
the basis of employability at the 
end of the course. This program 
has been repeated. 

7. It’s the follow-through that 
counts. 

Any campaign would have rough 
going if its progress were not 
closely followed. Once the em- 
ployee is hired and on the job, 
where does he go from there? Does 
anyone follow his progress? 

Ideally, a supervisor should be 
letting the employee know where 
he stands in the course of his daily 
work, But few of us work in ideal 
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situations, and we have to set up 
some method that will ensure that 
each employee’s work is reviewed 
periodically. The pros and cons of 
formal appraisals and their scien- 
tific validity can be argued to an 
even draw. Nonetheless, rating goes 
on constantly whether or not it is 
ever reduced to paper. In almost 
everything we do we are making 
value judgments and evaluations— 
essentially all that rating is. 

Although the sincere interest, 
encouragement and help of a good 
supervisor can overcome the lack 
of any formal type of program, we 
believe ratings should be recorded 
and that a formal method helps a 
supervisor review the employee’s 
work with him. 

All of our regular employees are 
evaluated before the end of their 
90-day probationary period, again 
at the end of six months, and there- 
after on their anniversary date. 
Each position has a salary schedule 
with increments established with- 
in it. Salary ranges are important 
to an employee’s progress. Indefi- 
nite and vague hints of coming 
raises with no particular timetable 
are not very satisfying. A strong 
merit increase program can pro- 
vide incentive for better perform- 
ance. 


PROMOTING FROM WITHIN 


Because of the professional spe- 
cializations within our structure, 
hospitals have many limitations on 
lines of promotion. We need to 
make the most of opportunities in 
which we can promote from with- 
in. A new position of floor manager 
was created for the mangement of 
the 100-bed nursing floors in our 
new building. In effect, the nurses 
supervising these floors need to 
function as assistant directors of 
nursing. 

With the shortage of qualified 
professional nurses, finding nurses 
with the potential or experience 
needed for these positions was a 
problem. We believed that within 
our own nursing department we 
had as good a cross section of 
potential talent as we could prob- 
ably find through any national re- 
cruiting effort, and that we could 
set up a special training program 
for those who had supervisory 
qualities. An extensive screening 
process began. All nurses already 
in supervisory positions and all 


staff nurses who showed any 
management potential were scruti- 
nized. Records were studied; inter- 
views were held to determine in- 
terests and long-range plans. This 
was important to us, since the cost 
of this tailor-made training would 
be considerable. 

The group of candidates nar- 
rowed down, and those remaining 
were tested and interviewed fur- 
ther by a management consultant. 
His recommendations and test 
evaluations were matched against 
the individual’s record and per- 
formance within the hospital. 
Those finally selected began an in- 
tensive and extensive training pro- 
gram designed to groom them for 
the new responsibilities they would 
assume. 

During the period of a year and 
a half before they actually became 
floor managers, the trainees re- 
ceived 18 weeks of formal training, 
followed by weekly problem solv- 
ing and informational meetings. 
They met with such key person- 
nel as the administrator, assistant 
administrator, and controller to 


give them a better understanding 
of all aspects of the hospital’s 
operation. Practical problems and 
projects were given to them; for 
example, they actually tested and 


selected the nursing items, from 
beds to linens, for use in the new 
building. 

The same procedure can be used 
on a smaller scale. The assistant 
chief x-ray technician became our 
new purchasing agent and was 
trained under the assistant admin- 
istrator. 

Staff education programs are an- 
other way in which employees can 
feel some measure of job progress 
by being kept informed of new 
developments in their own fields. 
Tuition can be paid to courses that 
offer opportunities for advance- 
ment in local colleges and uni- 
versities. 

8. The results of a drive have to 
be measured. 

This means that some study and 
analysis of the turnover pattern 
must be made within each hospi- 
tal. To get at the problem one must 
get behind the general figures. Who 
left? For what reasons? From what 
positions? How long had they been 
employed? A housekeeping depart- 
ment might show a 75 per cent 
annual turnover, but the turnover 
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could be in one particular job. 
These are the kinds of facts that 
need to be uncovered. 

Exit interviews with terminat- 
ing employees may show what is 
behind the resignation, or a special 
form that need not be signed can 
be mailed to get more valid an- 
swers and reasons. Repeated com- 
ments may indicate a trouble spot 
or situation in the department that 


learning 
where the 


problems are 


thumb” in the hospital, we can 
approximate labor turnover costs 
as the hourly pay rate multiplied 
by 500.8 

For several years, turnover fig- 
ures have been kept at the 
Norwegian-American Hospital, 
Chicago, for feeder reports to the 
federal and state labor depart- 
ments. It was decided to make a 
study of these reports for 1959 
and compare them with certain 
other data obtained in 1960 for the 
purpose of determining the extent 
of the labor turnover problems at 
the hospital, as well as an at- 
tempt to “pinpoint” the actual 
areas involved. 

For this purpose, the monthly 
reports of 1959 and those of 1960 
(the iatter augmented slightly for 
the procurement of additional in- 
formation) were analyzed. The 
results of this study are found in 
Tables 1, 2 and 3, and also in 
Charts 1 and 2. 

Of the 12 departments listed in 
Table 1, page 45, 83 per cent of 
all employees are found in five 
of them. Nursing service leads 
with 55.65 per cent, followed by 
dietary, 10 per cent; housekeeping, 
7.5 per cent; administration, 7 per 
cent; and laundry, 4.5 per cent. 
Between 1959 and 1960, there was 
an average total gain, because of 
increased patient census, of 30.23 
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calls for further study. 

If a hospital can afford it, a well 
constructed employee opinion poll 
will disclose problem areas and 
weaknesses. However, a poll should 
not be used unless the hospital is 
prepared to follow through on the 
findings. 

We have tried to look at turn- 
over from the standpoint of a total 
effort and have likened this effort 


inued from page 39) 


employees—23.70 in nursing serv- 
ice alone. However, the gains in 
other departments afforded little 
change in the departmental ratio 
to total employees, so that from 
the standpoint of percentage, there 
is little to choose between 1959 
and 1960 in the distribution of 
employees. 


NURSING SERVICE LEADS 


In the matter of part-time em- 
ployees, again nursing. service 
leads in numbers, followed by 
dietary. As a matter of fact, in 
these two departments are found 
81 per cent of the total number of 
part-time employees. The dietary 
department is shown to have al- 
most equal numbers of part-time 
and full-time employees. This is 
not surprising in view of the fact 
that high school students work 


to that made in any kind of cam- 
paign. There is no best way. The 
ideas and activities in our own 
hospital that we described were 
merely to illustrate the points be- 
ing made. We have a long way to 
go in our own program to achieve 
stability, but in reducing our an- 
nual turnover from 60 to 43 per 
cent we are beginning to make 
progress toward our objective. & 


only part-time on the supper shift, 
common in many Chicago hospi- 
tals. The total of part-time em- 
ployees was found to be equiva- 
lent to 40.9 full-time eight-hour 
employees, thus indicating that a 
full-time quota of 346.78 em- 
ployees would be required to staff 
the hospital. 

It is generally considered that 
the departments with the largest 
number of employees would like- 
ly have the greatest number of 
terminations. Thus in Table 1, 
nursing service, with the largest 
group of workers, leads in termin- 
ations (Table 2), followed by the 
dietary department. This is em- 
phasized quite clearly in Chart 1, 
below. What is significant, how- 
ever, is the marked drop in 1960 
of total terminations as compared 
to the 1959 figures, despite the fact 
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Chart 1—Total terminations, 1959 and 1960, Norwegian-Ameri- 
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TABLE 1—Average number of employees by department 








Number on staff 





Departments 


*Average during period 





1959 
FT & PTT 
26.2 
36.3 
16.5 
28.0 
15.5 


Administration 
Dietary 
Laundry 
Housekeeping 
Maintenance 
Nursing service 200.5 
Laboratory 13.4 
Pharmacy 4.0 
Physio-therapy 1.0 
X-ray 12.6 
Anesthesia 6.0 
Medical records 11.4 


1960 
wake Bote 
29.49 
39.45 
17.18 
29.90 
16.60 
224.20 
13.10 
4.16 


1960 





23.90 
20.15 
16.10 
24.60 
15.60 








371.4 





305.78 95.85 

















*Average was determined by adding the number of employees on the staff for each 
department at the beginning of each month and dividing by 12. 


**1960 


TFT-full-time; PT—part-time employees 


that in 1960 there were more em- 
ployees at the hospital (see Table 
1). Normally, stability increases 
with the reduction of turnover. 
Therefore, the assumption can be 
made that there was a greater 
stability of employment in 1960, 
since the turnover was less with 
more employees. 

Possibly the most interesting 
statistic shown in Table 2, below, 
is the number of terminations 
in relation to full-time and part- 


55 per cent, had turnover prob- 
lems. Contrast this with the fuil- 
time employees, where 10 depart- 
ments out of the 12, or 83 per cent, 
had terminations. These figures 
would indicate that the turnover 
problem is not confined to part- 
time employees. 


TURNOVER RATE ESTABLISHED 


The columns in Table 2 show a 
yearly turnover percentage. In 
hospitals, there appears to be a 
lack of uniformity in the method 


method that is mathematically 
sound. For the purposes of this 
study, it was decided to express 
turnover percentage as the rela- 
tionship of the total number of 
yearly terminations to the possible 
job opportunities, the latter being 
arrived at by a yearly summation 
of monthly staff employees. Thus, 
in any one month, a department 
staffed with 10 employees among 
which there are two terminations, 
the turnover rate for that month 
would be 20 per cent. If during the 
year, because of seasonal increase 
in work load or vacations, the 
number of authorized positions are 
increased to 14 for some months 
with two terminations, for those 
months the turnover rate would 
amount to 14.3 per cent. There- 
fore, in this analysis, all the filled 
authorized monthly staff positions 
were added together for a 12- 
month period, providing the yearly 
summation of staff opportunities 
available for termination. This 
figure, divided by the total year- 
ly terminations (also obtained 
monthly), represented the turn- 
over percentage, or rate of turn- 
over. 

Based on the above assumption, 
the yearly turnover rate, as shown 
in Table 2, is highest for the die- 
tary department, at 12.2 per cent. 
This rate was the same for both 
full-time and part-time help. The 
next highest rated department is 


time employment. In the 1960 re- 
sults among the nine departments 
indicating part-time help, five, or 


laboratory, with a 7.6 
The part-time help con- 


of determining and expressing this the per- 


rate of turnover, or at least a centage. 


TABLE 2—Analysis of departmental yearly terminations and turnover percentage based 
on total number employed 











Yearly summation of monthly 
staff employees 

1959 1960 1960 
FT & PT*| FT & PT FT PT 


Administration 312 351 284 67 
Dietary 455 254 229 
Laundry 198 193 12 
Housekeeping 339 297 60 
Maintenance 188 187 12 
Nursing service 2393 1983 696 
Laboratory 152 130 26 
Pharmacy 48 40 
Physio-therapy 12 12 _ 
X-ray 152 107 
Anesthesia 74 87 
Medical records | 136 126 101 25 


Turnover percentage 


1959 | 1960 | 1960 | 
FT & PT| FT & PT 


| 
Total yearly terminations 


1960 | 1959 | 1960 | 1960 | 1960 
FT & PT| FT & PT PT 





Departments 





6.80 
12.20 
2.40 
1 90 
6.03 
6.30 
7.60 
7.60 
2.80 
1.14 
4.70 
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*FT-full-time; PT-part-time employees 


SEPTEMBER |, 1961, VOL. 35 








yo" 
eo 
A’ 
Cy 
a 
» 


4 
o* 





oe AVERAGE STABILITY RATE 


ot ct of 
o 
¢ oo" a ° a 


agg RATE 





ew yw 


o o 
oe Ros 
ss << 
oe re 


Chart 2—Stability rates, 1960, Norwegian-American Hospital 








tributed a large proportion of this 
figure. The pharmacy shows also 
a 7.6 per cent turnover—almost 
half of that of the dietary depart- 
ment. The highest turnover rate 
is shown in the part-time em- 
ployees of the medical record de- 
partment, although there was no 
turnover among full-time em- 
ployees. The actual figure for this 
department is 4.7 per cent. 

One study has indicated that a 
3 per cent yearly turnover rate 
deserves attention.4 A 5.8 per cent 
turnover rate for full-time em- 
ployees and a 7.8 per cent rate for 
part-time employees, as shown in 


Table 1, indicates a need for a 


study in all departments except 
anesthesia, housekeeping and x- 
ray. 

Since terminations form the ba- 
sis for turnover rate, it was thought 
desirable to obtain information on 
those employees who remained 
and gave stability to the depart- 
ment. The total number of em- 
ployees in each department as of 
Jan. 1, 1960, were listed by name. 
Those remaining until Dec. 24, 
1960, were then divided by the ini- 
tial number, thereby giving a per 
cent designated as the stability 
rate. Results are shown in Table 3. 

Chart 2, above, and Table 3, 


below, show that the turnover 





1, 1960. 


Department Number on staff 


Administration 28 
Dietary 34 
Laundry 16 
Housekeeping 28 
Maintenance 15 
Nursing service 

Laboratory 

Pharmacy 

Physio-therapy 

X-ray 

Anesthesia 


Medical records 





TABLE 3—Yearly stability rate for 368 employees on payroll Jan. 


Stability rate 
(Per cent) 


Number retaining status 
throughout period 


20 71 
11 32 
14 88 
23 82 
11 73 
62 

83 

100 

100 

58 


83 








in Norwegian-American Hospital 
is confined to 39 per cent of the 
jobs. Since stability is a very im- 
portant factor in the quality of 
care and service, it appears that 
we can improve our hospital by 
improving our stability. 

The dietary department had the 
lowest stability rate, followed in 
turn by x-ray and nursing service. 
Medical records, with a stability 
rate of 70 per cent, was fourth. Ad- 
ministration, with 71 per cent, and 
maintenance, 73 per cent, were 
fifth and sixth respectively. Those 
departments above 80 per cent 
were considered quite stable. Chart 
2 shows the stability relationship 
between departments, the average 
for all departments and the de- 
sired rate to be attained. 

As a result of these analyses of 
turnover and stability rates, pin- 
pointing the areas needed for turn- 
over studies becomes apparent. 
First consideration should be given 
to the dietary department, because 
here the turnover rate is highest 
and the stability rate lowest. Both 
part-time and full-time employees 
contribute to this poor stability. 
X-ray, with only 58 per cent sta- 
bility, should be investigated as to 
the cause of a low stability, al- 
though the turnover rate is only 
2.8 per cent. The high turnover 
rate of part-time employees in the 
laboratory may be attainable to 
odd-hour coverage, although sta- 
bility of employees of long stand- 
ing is high. Pharmacy faces the 
problem of achieving stability 
among new full-time employees 
because the older ones remain very 
stable. 

The nursing service would seem 
to gain second consideration, with 
a 62 per cent stability rate and 6.3 
per cent turnover. Part-time as 
well as full-time employees in this 
department need stabilization, al- 
though the nursing department, 
like the dietary department, 
showed improvements in 1960 over 
the previous year. Part-time em- 
ployees in the medical record de- 
partment and full-time employees 
in maintenance and administra- 
tion deserve some study. s 
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Student 


pro yect 
brightens 


mental 


hospital ward 


by WILLIAM S. COOK 


OLLABORATION BETWEEN the 

Ypsilanti (Mich.) State Hos- 
pital and the University of Michi- 
gan department of art resulted in 
the creation of some new interior 
designs for a ward in the state 
mental hospital. 

Ward furnishings and interior 
designs in state hospitals have long 
stagnated, and too often, the ap- 
pearance of many state hospital 
wards is one of long gloomy rooms, 
filled with heavy, dark unattrac- 
tive furniture that allows little op- 
portunity for privacy or for con- 
versation in a relaxed atmosphere. 
These arrangements usually are 
the result of lack of funds for 
furniture and designs, as well as 
lack of trained personnel inter- 


William S. Cook is the director of public 
relations, Ypsilanti State Hospital, Ypsi- 
lanti, Mich. 
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ested in the problems of interior 
design. 

Improvement in the furnishings 
and interior design of Ypsilanti 
State Hospital was the aim of a 
collaborative project between the 
hospital and the University of 
Michigan department of art. The 
idea to combine the talents of hos- 
pital and university personnel in 
livening the wards came after two 
artists at the university visited the 
hospital and were encouraged by 
the research social psychologist to 
translate their dismay at the 
sparsely furnished and gloomy 
wards into action. 

A typical ward accommodating 
100 patients was selected for the 
project. The students visited the 
hospital several times to note the 
needs of the patients at different 
times of the day and to examine 
the facilities already at hand. 

The fruits of this project were 


an ingenious room divider, a mod- 
ular seating unit, a game table, a 
free form table, a mobile and an 
unusual and original fountain. The 
total cost of the project was $200. 
The imaginative and sensitive de- 
sign of the units suggests the pos- 
sibility of redesigning other ward 
interiors without imposing heavy 
additional expenditures on the state 
budget. The fountain, for example, 
utilized simple and available mate- 
rials and cost only $20. 

The project illustrated an im- 
portant example of how the com- 
munity and the hospital can func- 
tion together for mutual benefit. 
The patients at the hospital bene- 
fited from the increased attractive- 
ness of the ward and the increased 
attention that the project brought 
to them; the art school had a client 
who provided an outlet for the 
realistic and exciting work done by 
the students and staff. . 
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THE AUTHOR of this article, 

Nicholas V. Levycky, a medical illustrator 
on the staff of Bridgeport Hospital, 
poses with the equipment necessary for 
providing the services he renders 


G branch of the 


intercosta 


gerotas fascia 
surroudd ing ‘ kidney 


by NICHOLAS V. LEVYCKY 


“HE PROFESSION of medicine, in 
‘| its great parade of progress, 
has had other contributing allies 
marching along. The professional 
medical illustrator is one of these, 
and in recent years this vocation 
has become much more intimate in 
its relationship to medicine. The 
medical illustrator must effectively 
combine both art and science in his 
work with the physician, and since 
these professionals can be mutual- 
ly helpful, it is only natural that 
they should work closely together. 

The field of medical illustration 
and the work of the medical artist 
have advanced greatly in recent 
years and are much better organ- 
ized, Schools of medical illustra- 


Nicholas V. Levycky is the medical illus- 
trator, Bridgeport Hospital, Bridgeport, 
Conn. 
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(Medical illustration 


in the community 


The professional medical illustrator 
is one of the contributing allies of the 
medical profession, the author states. 
He discusses the history of the specialty 
and some of its educational require- 
ments, and shows how several smaller 
hospitals can pool expenses so that 
they all can benefit from an illustra- 
tor’s service. 


tion have sprung up throughout 
the United States, and an Associa- 
tion of Medical Illustrators has 
been in existence since 1945. 
There is uncertainty to whom 
credit should be given for the 
flowering of medical illustration, 
but certainly it is closely related 
to the advent of the great genius 
Leonardo da Vinci. His anatomical 
studies and illustrations are all the 
more remarkable when one real- 
izes that he had no texts and vir- 
tually no reference material of any 
kind, creating his own methods 


and techniques. Because Leonardo 
was an artist, many have the im- 
pression that he was chiefly con- 
cerned with surface anatomy. In 
general this was true of the other 
artist-anatomists of the time, in- 
cluding such men as Michelangelo, 
Raphael and Albrecht Diirer. How- 
ever, Leonardo went much deeper 
by studying and drawing the de- 
tails of the larynx in order to gain 
an understanding of voice produc- 
tion. His remarkable anatomical 
illustrations were not published in 
his lifetime—in fact, at that time, 
illustrated medical texts were non- 
existent. 


INFLUENCE OF VESALIUS 


The great Andreas Vesalius es- 
tablished a landmark in the history 
of medical illustration. He has been 
called the father of modern anat- 
omy. His works were the precur- 
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sors of the modern anatomical 
atlases. His life was devoted to 
revolutionizing the teaching of 
anatomy, and he chose to do this 
through the medium of published 
anatomical illustrations, employing 
a number of artists to make draw- 
ings of his dissections. Among these 
was John Stephen of Calcar, a 
brilliant pupil of the great painter 
Titian. 

In both accuracy and artistic 
quality, the works of Vesalius were 
far in advance of anything done up 
to that time. The idea of illustrated 
anatomical and medical textbooks 
gained acceptance. Vesalius’ pic- 
tures were reproduced from wood- 
cuts, and subsequently, many were 
printed from copper and steel en- 
gravings. 

The next step forward in medical 
illustration came with the inven- 
tion of lithography, a process of 
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printing based on the mutual re- 
pulsion of oil and water, around 
1800. Through lithography, a num- 
ber of exquisitely illustrated ana- 
tomical, medical and surgical texts 
appeared in the 19th Century. For 
example, a beautiful and elaborate 
series of anatomical plates was 
published by Jones Quain about 
1842. Another outstanding ex- 
ample was the work on surgical 
anatomy of Joseph Maclise, pub- 
lished in 1851. It is obvious then 
that the development of medical 
illustration went hand in hand 
with improvements in reproduc- 
tion process. 


FIRST SCHOOL FOUNDED 


In 1894, Max Broedel, an artist, 
came to this country from Ger- 
many. Broedel did much to ad- 
vance the standards of medical 
illustration in the United States, 
and a school for medical illustra- 
tion was founded at Johns Hopkins 
Medical School under his direction. 

Another pioneer in American 
medical illustration has been Tom 
Jones of Chicago. He illustrated the 
Cross-Section of Anatomy by Eyc- 
leshymer and many other works; 
he also founded a school for medi- 
cal illustration at the University 
of Illinois. 

A number of other schools for 
the teaching of medical illustra- 
tion have since been chartered in 
various institutions throughout the 
country providing fresh, skilled 
artisans for the medical profession. 

The Medical Illustrators Associ- 
ation and its affiliated schools are 
producing thoroughly trained med- 
ical artists who are in turn organ- 
izing and staffing hospital medical 
art departments in many areas. In 
the words of Mrs. Muriel McLatchie 
Miller, director of the school of 
medical illustration* at Massachu- 
setts General Hospital, Boston: 
“The qualified medical illustrator 
plays an integral role in contin- 
uing the high standards of the 
medical profession. Therefore, the 
student of medical art must be 
expertly chosen.” 

This statement attains validity 
when one considers the amount of 
scientific training and artistic tal- 
ent that must be present in their 
proper proportions to produce a 


*Affiliated with the Harvard medical and 
dental schools. 


finished and competent medical il- 
lustrator. 

Thus far, we have dealt with 
medical art in fairly broad terms, 
and reviewed its historical back- 
ground. Now let us turn to the 
artist himself. How is he qualified 
specifically for his work, and what 
exactly is medical art? 

The ideal artisan is one who has 
earned a scientific degree, and who 
has had extensive training in an 
accredited medical art school, the 
curriculum for which can be found 
in the accompanying chart. This 
education is a requisite in or- 
der that a talented individual can 
direct his attention to the many 
aspects of medicine. An accom- 
plished artist without the necessary 
medical background could never be 
successful as a medical illustrator. 

When, at the behest of a pro- 
gressive hospital administration, a 
medical illustrator is given an op- 
portunity to work there, a medical 
art department is established. The 
medical illustrator supervises the 
department, working under the di- 
rection of either the chief patholo- 
gist, the administrator, or both. 

The illustrator plans and pre- 
pares signs, posters, models, illus- 
trations and instructional aids of 
every description for use in publi- 
cations and in scientific exhibits. 
Besides producing medical and sur- 
gical drawings, operating room 
sketches, laboratory diagrams and 
apparatus schematics, he also ac- 
curately reproduces specimens of 
various anatomical subjects, trac- 
ings and x-ray films, and must be 
able to retouch photographs and 
execute graphs and charts to fit a 
particular purpose. 

To perform all these functions, 
the medical illustrator obviously 
needs adequate and detailed train- 
ing. A completely thorough knowl- 
edge of anatomy, physiology and 
pathology is required, since he 
must know the normal tissues and 
organs of the subject and be aware 
of the functions and abnormalities 
to which they are subject. 


ANATOMY PARTICULARLY IMPORTANT 


In particular, the medical illus- 
trator must study anatomy exten- 
sively, with a view to the relation- 
ship of general body structure and 
function. For example, any one un- 
familiar with the light, airy com- 
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First Year 

Broedel Halftone Techniques 

Pen and Ink Techniques 

Vertebral Column and Ligaments 

Lymphatic System 

Muscles, deep and superficial 

Anatomy, lectures and studio study 

Embryology, lectures and studio 
study 

Histology, lectures and studio study 

Physiology, lectures and studio 
study 


Second Year 


Torso (inside back) 
Lungs 
Heart 
Diaphragm 
Gasiric System (including liver, 
pancreas and spleen) 
Urinary System 
Male and Female Organs 
Eye Anatomy 
Dental Anatomy 
Commercial Medical Layouts 
Air Brush Techniques 
Lectures, anatomy, embryology, 
histology and physiology 
Studio studies of fresh and fixed 
specimens 
Microscopic studies 
Drawings, life-size 


Third Year 

Lectures and Demonstrations 

Nervous System 

Book Illustrating 

Charts, Graphs and Diagrams 

Ear Anatomy 

Brain Anatomy 

Endoscopic Art Media 

Medical Art Department Adminis- 
tration 

Sterile Technique in the Operating 
Room 

Surgical Instruments and Their Uses 

Surgical Sutures and Their Uses 

Operative Steps 


Additional Training 


Two months’ training as a medical 
art intern in each of the following 
departments: 

Photography—developing, print- 
ing, copying, specimens, patients, 
cperating room technique, adminis- 
tration. 

Surgical—operating room sketches, 
endoscopic art media, gastroscope, 
bronchoscope, peritonescope, culdo- 
scope, ophthalmascope. 

Medical—diagrams, charts and 
graphs, patients, display problems. 

Pathology Laboratory—lectures, 
specimens, autopsy study, moulage. 

Neuroanatomy 


position of the human lung and of 
its anatomical function could never 
accurately reproduce it artistically, 
nor could he do so without a de- 
tailed knowledge gained from nu- 
merous dissections and from careful 
physiological and even histological 
studies. 

The muscles, nerves and blood 
vessels of animals or human beings 
with all their branches, their at- 
tachments and relationships can be 
adequately shown or reproduced 
only by someone who is intimately 
familiar with them. Small wonder, 
then, that a prolonged period of 
training by a talented individual 
is necessary to produce the medical 
illustrator. 
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Many American hospitals, espe- 
cially in large medical centers, 
have established a department of 
medical illustration. Along with 
medical photography, such a de- 
partment can be invaluable, par- 
ticularly if research is being con- 
ducted or if periodical publications 
are being prepared. When there 
are sufficient funds, no problem 
exists; but when smaller hospitals 
need or desire the services of a 
medical illustrator, and when the 
matter of sufficient funds is a hand- 
icap, the problem becomes more 
difficult. 

There are, however, several 
methods whereby these problems 
can be circumvented and a depart- 


ment of medical illustration estab- 
lished. One of the following plans 
is suggested: 

@ The illustrator is employed by 
the hospital on a salaried basis. 
All work is done free. The theory 
behind this plan is that the artist’s 
work is a service for the hospital 
departments and its physicians. 
There is no profit for the hospital 
in this plan; in fact, the medical 
art department will invariably op- 
erate at a loss. However, alternate 
plans permit the hospital to realize 
a profit from the artist’s services. 

@ The illustrator is employed by 
the hospital on a salaried basis. All 
work produced by his department 
is charged for at an hourly rate 
plus a percentage to cover the cost 
of supplies and the indirect ex- 
penses. The income derived in this 
way pays for the department’s op- 
erating expenses, and the profits 
remaining go to the hospital. If 
not enough art work is available 
in the hospital, additional income 
can be derived from other hospi- 
tals in the area in the following 
ways: 

® The illustrator receives his sal- 
ary from one hospital while work- 
ing for a group of them. Let us say 
that Hospitals A, B and C in an 
area desire the services of a medi- 
cal illustrator. Hospital A would 
provide the illustrator with his sal- 
ary and working space, plus the 
essentials in equipment and sup- 
plies. A working arrangement is 
made with Hospitals B and C for 
the illustrator to furnish their art 
work. Hospitals B and C would be 
billed for this work on an hourly 
basis, plus a percentage for sup- 
plies, as are the physicians and 
departments in Hospital A. This 


1. Massachusetts General Hospital 
(affiliated with Harvard Medical and 
Dental Schools), Boston. 

2. Johns Hopkins University, Balti- 
more, 

3. Medical College of Georgia, 
Augusta, Ga. 

4. University of Cincinnati, Cin- 
cinnati. 

5. University of Texas, Dallas, Tex. 
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revenue would go to Hospital A 
for defraying operation expenses 
and for profit. 

If Hospital A does not want to 
undertake the initial cost of start- 
ing a department of medical illus- 
tration, it may join with Hospitals 
B and C as follows: 

@ The illustrator is employed by 
Hospitals A, B and C, by mutual 
agreement. His salary is supplied 
by each of the hospitals. The work- 
ing space may either be a room in 
each or in one centrally located 
hospital. Therefore, the cost to each 
is only one-third of the total cost. 
The cost and supplies are charged 
to each physician by his respective 
hospital. Any profit a particular 
hospital will show depends upon 
the amount of work its physicians 
give to the artist. 

In starting a medical art depart- 


ment, a hospital incurs little ex- 
pense for new equipment. Used 
furniture—desk, wastebasket, fil- 
ing cabinets and a stool, available 
in any hospital’s storeroom—will 
be sufficient. In addition, an 18- 
inch paper cutter ($75), a blue- 
print cabinet with five 2-inch 
drawers and three 4-inch lower 
drawers to store materials and fin- 
ished products ($170), a combina- 
tion light box and drawing table 
($175) and an air compressor ($55) 
are needed. On this basis, a de- 
partment could be equipped for 
approximately $475. 


HOURLY RATES SET 


A working area of 11 by 13 feet 
is sufficient. Supplies such as pa- 
pers should be selected by the 
illustrator and will eventually be 
paid for by the customers (as a 


percentage of the hourly rate). A 
suggested minimal hourly rate 
would be five dollars ($5), with a 
surcharge of $1.50 for rush work. 
Rush rates would be applied to a 
job due 24 hours after acceptance. 
An additional charge of 10 per 
cent would cover the cost of sup- 
plies. 

Any equipment that is the per- 
sonal property of the artist would 
not have to be purchased. Of 
course, the primary need and the 
essential basis for a medical art 
department are the services of a 
competent and trained medical il- 
lustrator with whom satisfactory 
financial and working arrange- 
ments can be made. Cost account- 
ing of the department could affect 
true costs, and subsequent changes 
could be effected after a trial pe- 
riod of two or three years. ad 


How a medical illustrator spends his day 


As a skilled artist with additional extensive train- 
ing in an accredited medical art school including 
courses covering anatomy, various body systems, 
histology, surgical instruments and their use and even 
operative steps, the medical illustrator must be pre- 
pared to do posters, models, illustrations and other 
instructional aids for use in classroom demonstrations, 
scientific exhibits, or publications. He must also be 
acquainted with photographic techniques, cameras, 


films, retouching techniques, graph and chart making 
and tracings. His work takes him into the operating 
room along with the surgical team, puts him in con- 
tact with the patients and hospital staff and demands 
that he not only have artistic ability and scientific 
knowledge but also the ability to get along with 
people. The following series of photographs takes 
Nicholas Levycky, author of the foregoing article, 
through a typical day’s activities. 


Using 35mm. color film, the illustrator photographs an eye abnormality. 
The photographs will be used for the patient's medical record and also 
for educational purposes. 


(LEFT) A photography assignment is first on day's schedule of activities 
for the medical illustrator. Equipment in hand, he double-checks with 
the nurse in charge his orders for photographing a patient. (RIGHT) 
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PASSING on to the radiology de- 
partment, the illustrator receives 
instructions from a radiologist who 
wants a sketch made of the vari- 
ous structures involved in an x-ray 
photograph. 


(RIGHT) The illustrator changes to 
sterile clothing for his next assign- 
ment in the operating suite. 


(LEFT) To sketch a surgical proce- 
dure accurately and meaningfully, 
the medical illustrator needs ana- 
tomical knowledge as well as 
artistic skill. 


q 


(LEFT) A detailed anatomical drawing for use in 
classroom education is the subject of this conference 
with the instructor of surgical nursing in the hospi- 


tal’s school of nursing. 
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ALTHOUGH he is primarily concerned with medical subjects, the medi- 
cal illustrator at Bridgeport Hospital also has other assignments. Here 


the hospital administrator inspects a line drawing of a proposed hos- 
pital addition that will be shown to the hospital's board of trustees. 


(LEFT) Back in his laboratory, the illustrator prepares sketches of a 
medical procedure involving the cardiovascular system. The sketches 
will be used in one of the hospital's education programs. (CENTER) 
Using a radiograph copying unit, the illustrator copies full-size x-rays 
in 35mm. film. These small transparencies can be projected for use in 
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classroom instruction and can be filed in the patient's medical record. 
(RIGHT) Photographing a pathological specimen from the autopsy de- 
portment for medical education purposes is another task of the medical 
illustrator, In this process, he uses a special piece of equipment known 
as a movable specimen box. 
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Statement of Frank S. Groner, 
president of the American Hospital Association 


on H.R. 4222 


before the Ways and Means Committee 
of the House of Representatives on July 26, 1961 


I am Frank S. Groner, administrator of the Baptist 
Hospital, Memphis, Tenn. I appear before you in 
behalf of the American Hospital Association as its 
president. I am accompanied by Kenneth Williamson, 
its associate director. The objective of the American 
Hospital Association is better hospital care for all 
the people. It includes within its membership more 
than 90 per cent of all the general hospital beds in 
the United States and its territories and more than 
75 per cent of all listed hospitals of all types. 

The health care of aged persons is of great con- 
cern to the American Hospital Association and the 
hospitals of the country, as is the health care of all 
segments of our population. We are dedicated to the 
provision of the needed high quality care and are 
concerned that there be facilities and services and 
finances available in sufficient quantity to render 
this care. 

The pending bill, H.R. 4222, deals with the financ- 
ing of hospital care for the aged. According to admin- 
istration estimates, slightly less than 14 million aged 
persons would be beneficiaries under the program. 
Obviously such a program of government financing 
would have a profound effect upon the provision of 
health services to the whole nation. 

The views of the American Hospital Association 
on the subject of compulsory health insurance have 
been presented from time to time to the Congress. 
Two years ago we expressed our opposition to the 
proposed use of the social security taxing mechanism 
for financing the health care of the aged. The Associ- 
ation’s House of Delegates has reviewed its policy 
on this subject and has reaffirmed that policy. 

We have three concerns that we believe are valid 
and of great consequence and upon which our objec- 
tion to the use of social security tax to finance a 
compulsory health insurance program even for the 
retired aged is based. They are: 


l e that the government as a purchaser of so much 
hospital care would exert the power of the purse in 
ways detrimental to the interests of hospital patients; 


2 e« that the provision by government of prepaid 
hospital care to so large a segment of our population 
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would lead to uneconomic and unnecessary utilization 
which could not be controlled and thus to run-away 
costs with consequences that could be disastrous to 
the public and their hospitals; 


3 e that the acceptance of compulsory health insur- 
ance for one group of the population would foster 
its extension to other groups and perhaps ultimately 
to the whole population. 

In addition, we have strong objection to elements 
of the proposed program as specified in H.R. 4222. 
The details of it and particularly the method by 
which the program is proposed to be administered 
would be of major concern to hospitals. We have, 
therefore, studied the administration’s proposal care- 
fully and have tried to bring objectivity to this study 
from our long experience with institutional health 
services in this nation. We agree with the emphasis 
placed on high standards of care; we think that it 
would be most unfortunate if Congress passes any 
legislation which will reduce the quality of care. For 
instance, H.R. 4222 provides for the acceptance of 
accredited hospitals without additional proof of stand- 
ards. 

Monday, the Secretary mentioned the Joint Com- 
mission on Accreditation of Hospitals. Its objective, 
of course, is high quality of care. This is a voluntary 
organization composed of representatives of the 
American College of Surgeons, the American College 
of physicians, the American Medical Association and 
the American Hospital Association, and we would 
urge that this provision be retained. 

We would also urge very emphatically that no 
hospital benefits now in H.R. 4222 be deleted. In this 
connection, I refer specifically to Section 1603 on page 
6 which includes inpatient hospital services, patholo- 
gy, radiology, physiatry and anesthesiology, and serv- 
ices rendered in the hospital by an intern or resident 
in training under a teaching program approved by 
a recognized body. 

We think this is very important. We agree with 
the support given to the voluntary programs striving 
for high quality of care and the assurances that a 
nursing home shall be a health service institution 
and not a purely custodial institution. 
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We wish to bring to the committee’s attention three 
main points concerning the proposal: 

1. The deductible which would be imposed upon 
those aged who seek hospital care. 

2. The administrative method to be used. 

3. The potential cost of this program. 


THE DEDUCTIBLE 


The American Hospital Association is opposed to 
the use of deductible provisions in hospital benefit 
programs. The deductible concept negates the prin- 
ciple underlying prepayment financing of hospital 
care, and it limits the effectiveness of prepayment 
for both the covered public and the community’s 
hospitals. 

The deductible is a financial barrier against needed 
health care. This barrier which H.R. 4222 would erect 
is a substantial one. Ninety dollars for a single per- 
son or $180 for a couple—and it is not unusual for 
both members of an aged couple to need care during 
the same year—represents a considerable proportion 
of the total annual income of many such couples. 
The deductible would not discourage those aged who 
are in the higher income brackets from seeking care 
but would in effect become a means test particularly 
for those aged persons least able to finance their care 
—a means test incorporated in a proposal that accord- 
ing to its authors, would assure care to the aged as 
a matter of right, regardless of financial need. The 
proposal would expect the hospitals to insist upon 
payment of the deductible by the beneficiaries. After 
all, every day of hospital care rendered must be paid 
for in full from one source or another or a combina- 
tion of them; that is, from the patients themselves, 
from nongovernmental prepayment, from government 
agencies, or from gifts. Any failure or inability of 
these beneficiaries to pay their deductible would 
result in hospitals having to load this loss upon the 
other patients. 

There is another significant argument against the 
use of the deductible. The American Hospital Associa- 
tion in its development of prepayment for hospital 
care has supported the service benefit principle in 
the belief that it was hospital care and not dollars 
that the public needed. We have always deplored 
the use of deductibles and co-insurance. The accept- 
ance of a deductible by the federal government in 
this proposed program of prepayment for health care 
would set an example that would influence large 
employers and thus might lead to a more universal 
use of deductibles. This would be a backward step 
in the attainment of the goals in which we are all 
interested. 

A deductible of the size proposed in the bill, plus 
the necessary individual financing of physicians’ serv- 
ices, would, without doubt, require direct financial 
participation of such size that the public would feel 
it has been deluded. The hospitals will have to bear 
the brunt of enforcing this federal regulation. 


ADMINISTRATION 


We support administration of health programs at 
the local and state level because we believe this 
makes them sensitive to local needs and local control. 

There is an existing means for attainment of the 
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goal of state level administration, namely, the Blue 
Cross Plans. These Plans have established firm rela- 
tionships with hospitals. They have trained staffs. 
They have demonstrated competency and efficiency, 
and there are plans in every state. This is the only 
agency at the state level that is competent and ex- 
perienced in programs such as those proposed in this 
legislation. 

As a practical matter, the use of the Blue Cross 
Plans would make it unnecessary for the federal 
government to duplicate services and organizations 
which are already available. Also, we believe that 
Blue Cross could best handle the myriad of details 
involved in the intimate relationship between the 
purveyors of institutional health services and the 
individuals receiving such services. These details are 
best administered by a nongovernmental agency and 
I state most emphatically that it is unlikely that the 
hospital field could ever develop the same kind of 
relationship with any agency of government that it 
has with voluntary Blue Cross Plans. 

There is an actual demonstration of this sort of 
administration. I refer to the state of Colorado, where 
the hospital care program for the aged pensioner is 
administered through the Colorado Blue Cross Plan. 
The Health Information Foundation, an independent 
research organization, conducted a study of the entire 
program because of the significance of the operation 
of a government program by a voluntary agency. I 
would be glad to make copies of the report of the 
study available to members of the committee. Briefly, 
it finds agreement among the recipients, the govern- 
ment officials, hospital administrators and physicians 
that the administration by Blue Cross had been emi- 
nently successful and has brought about wide accept- 
ance and smooth operation of the program. The report 
found that paper work was reduced, that controls 
administered by Blue Cross have held any abuse to 
a minimum, and of perhaps paramount importance 
was the belief on the part of the recipients that the 
Blue Cross handling of the program took away any 
feeling they had that they were recipients of gov- 
ernment assistance. 

The Blue Cross card which today identifies 57 mil- 
lion voluntary participants could thus be used to give 
similar identification to the millions of aged to be 
covered under this legislation. This protection of the 
individual’s dignity is a most important factor. 

In addition there are some very important elements 
of administration that Blue Cross Plans could provide 
such as: 

1. The identification of the facilities to be utilized. 

2. Assurances as to the availability of services. 

3. The functioning of utilization committees and 
the transfer of patients to nursing homes, or to home 
health service programs. 

4. Information as to the services provided. 

5. The handling of all financial transactions be- 
tween the purveyors of services and the government. 
Thus, if Blue Cross was used, the tremendous initial 
cost of setting up a vast federal administrative mech- 
anism would be eliminated. And, in addition, on a 
continuing basis the government would avoid the cost 
of maintaining such an administrative structure that 
would duplicate one presently available. 
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Representatives of the Blue Cross Plans are sched- 
uled to appear before this committee and will elabo- 
rate on the manner in which they could assist the 
government in the administration of this program. 

Administration of the bill is further complicated 
by the fact that the beneficiaries of the railroad 
retirement system are to be included under the pro- 
gram, but administration of their benefits is lodged 
in the Railroad Retirement Board, rather than the 
Social Security Administration. Maintenance of a 
separate administrative system for the railroad re- 
tirement beneficiaries would be wasteful and cumber- 
some. Hospitals would have to negotiate with two 
separate agencies for the beneficiaries of a single 
program. Moreover, differing policy interpretations 
are bound to arise either nationally or locally where 
there are two administrative agencies. 

Another oppressive administrative feature of the 
bill, from the viewpoint of hospitals, is that relating 
to the agreements with providers of services. It would 
appear that any hospital which elects to participate 
by filing an agreement with the Secretary [Abraham 
Ribicoff, Secretary of Health, Education, and Welfare] 
automatically “agrees” to provide services for the 
railroad retirement beneficiaries. Thus, by virtue of 
a single agreement, hospitals would be undertaking 
to bill and to receive payments from two sources. If, 
in the unfortunate event two administrative systems 
are adopted, then it is only logical to allow hospitals 
to have the right to file separate agreements indi- 
cating a desire to participate in each. If hospitals were 
compelled, as they would be by the present bill, to 
participate in both the railroad retirement and social 
security systems when they file a single agreement 
with the Secretary, then they should not be com- 
pelled to deal with more than a single paying agency. 

The proposal to establish a separate system for 
railroad retirees would lead to waste and duplication. 

We believe that hospitals in a free system should be 
afforded the right to decide upon the administration 
of any program through which they elect to provide 
their services. This opportunity of group expression 
and self-determination should be available in all situ- 
ations whether they be related to governmental, or 
nongovernmental programs, and whether they are 
local, state, or national in character. 


COST OF THE PROGRAM 


The cost of the program is the third major item I 
would like to discuss with the committee. We believe 
that the cost estimates for the whole program in 
H.R. 4222 may be seriously underestimated. We ex- 
pect the 14 million people who would be covered to 
use an average of four days of hospital care in a year. 
The national average of the cost per day in acute 
hospital care a year ago was in excess of $31. Using 
this conservative cost figure, because we know it is 
greater today, the annual cost of hospital care under 
this provision—and that is acute hospital care alone 
—could well approximate $1.7 billion. The estimated 
total value of the $90 deductible computed by the 
staff of the Social Security Administration is $250 
million for the first year, and thus the total cost 
for acute hospital care alone would be $1,450,000,000. 
It is realized that there is a period at the start, before 
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benefits become available, when funds are accumu- 
lating, and also that nursing home care is delayed 
for an additional period. I am speaking not about the 
inception of the program but rather about the future 
and continuing cost of the program. 

By including skilled nursing home care and home 
care as well as hospital outpatient care, the proposal 
does attempt to provide continuity of care and to 
minimize the rendering of more costly hospital serv- 
ices. It must be pointed out, however, that only a 
relatively small percentage of the total number of 
existing nursing homes will be able to meet the 
criteria of eligibility stipulated in the bill. This fact is 
recognized by the delay in the effective date for nurs- 
ing home care. Therefore, there will be tremendous 
pressure to keep aged patients in hospitals. This 
would decrease appreciably the number of beds avail- 
able for the acute needs of the rest of the population 
and would increase appreciably the over-all cost of 
the care of the aged and would require additional 
expenditures for the construction of hospital facilities 
if the needs of the balance of the population are to 
be met. 

There is a tendency to assume that nursing home 
care is not an expensive way to provide health serv- 
ices. Any such thinking as a basis of cost projections 
could result in gross underestimation of the cost of 
the program. Good nursing home care is not inex- 
pensive, particularly when it includes rehabilitative 
services. If it can be assumed that the quality of 
nursing home care specified in the bill would cost 
only half as much as hospital care per day, the total 
cost of nursing home care may well equal the cost 
of hospital care because the bill equates two days of 
nursing home care to one of hospital care. 

Thus, the combination of anticipated costs of nursing 
home and acute hospital care far exceeds the cost 
projections for the entire program and do not include 
the cost of promised outpatient and home care serv- 
ices. Further, it must be anticipated that the cost of 
these health services will continue to increase. As 
financial barriers are removed, utilization will in- 
crease. The demand will be translated into need, and 
the costs cannot help but climb proportionately. 

Provision of diagnostic services, nursing home serv- 
ices and home care services are not a magic pathway 
to cost reductions. They are indeed additional health 
services, and they cost money. I wish to suggest that 
available evidence in our opinion is unclear as to 
whether the provision of outpatient diagnostic serv- 
ices, in and of itself, reduces the use of inpatient bed 
service in hospitals. The supporters of the thesis of 
reduced cost point out that some hospital bed patients 
could become ambulatory and receive adequate care 
through periodic outpatient hospital visits if such 
care was available. 

Those who believe that the provision of outpatient 
care increases hospital usage base their convictions 
on the assumption that outpatient diagnostic proce- 
dures frequently locate conditions that necessitate 
hospital bed care for correction. The provision of 
outpatient service is, we agree, good health~planning, 
but it would result in increased rather than decreased 
cost. Further, we believe it unwise to promise rela- 

(Continued on page 111) 
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YOUR PRESIDENT REPORTS 





it IS WELL for any organization 
to take inventory from time to 
time, to measure its program and 
to analyze the issues confronting 
it. The challenges enumerated a 
year ago on this page were Blue 
Cross, health care of the retired 
aged, personnel and labor relations, 
voluntary controls, physician-hos- 
pital relationships, regional plan- 
ning, public relations, relations 
with allied hospital associations 
and nursing education. Let us take 
a look at the present status of each. 

Blue Cross. The reorganization 
of Blue Cross was accomplished 
during the year. A spirit of unity 
exists among Blue Cross Plans, and 
hospitals are giving strong evi- 
dence of their belief in Blue Cross 
principles. Much work is yet to 
be done, but progress has been 
made, and the mechanism exists 
for expanding Blue Cross. 

Health Care of the Retired Aged. 
Much has been accomplished re- 
cently toward resolving the prob- 
lem of voluntary health coverage 
for the elderly. Proper implemen- 
tation of the Kerr-Mills legislation 
enacted during the year will ac- 
complish more. 

At present, there are approxi- 
mately 16 million persons (9 per 
cent of the population) in the 
United States over 65 years of age. 
Slightly more than 7 per cent of 
Blue Cross contracts are in the 
over-65 age group, representing 
about four million people. It is 
also estimated that about four mil- 
lion elderly people have some form 
of health insurance under com- 
mercial programs. It is further 
estimated that others who reach 
retirement age with programs to 
meet their health needs (private 
plans, retirement policies, etc.) to- 
tal one-half million. Properly im- 
plemented, Kerr-Mills will prob- 
ably afford care to three million 
aged persons. 
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A Year’s End View 


These figures, which total 11.5 
million people aged 65 and older, 
mean that approximately 9.5 mil- 
lion (59 per cent, allowing for 
duplication) currently have health 
insurance. 

Forty states have made progress 
toward implementation of Kerr- 
Mills. But we must realize that in 
the beginning, many programs will 
be poorly financed and that hospi- 
tals must work diligently for ade- 
quate financing and reimbursement 
of full costs. 

Personnel and Labor Relations. 
Although all hospital salaries are 
not yet comparable to industry, the 
gulf is being closed by degrees. As 
compared with a year or so ago, 
pressures in this area appear to be 
relieved. Payroll expenditures per 
employee rose 3 per cent between 
September 1959 and September 
1960. The cost of living during the 
same period increased 1.3 per cent. 

Voluntary Controls. It is rather 
unusual for an enterprise to at- 
tempt to reduce its volume of busi- 
ness, but under the voluntary hos- 
pital system, it is not unusual and 
it is being done. Hospitals are 
striving to make sure that the pa- 
tient does not stay too long and is 
not unnecessarily admitted. They 
are organizing utilization commit- 
tees to guard against any over- 
utilization of their services. The 
more effectively this measure is 
carried out, the greater the chances 
for our hospital system to remain 
free and voluntary. 

Physician-Hospital Relation- 
ships. Considerable interaction, 
through joint meetings, has been 
achieved by the American Hospi- 


tal Association with the American 
Medical Association, and they con- 
tinue to work together toward im- 
proving relationships between hos- 
pitals and physicians. An example 
of the results of this approach dur- 
ing the year is the formation of the 
Joint Commission for the Promo- 
tion of Voluntary Nonprofit Pre- 
payment Health Plans. Represent- 
ing the AHA, the AMA, Blue Cross 
and Blue Shield, the new commis- 
sion’s aim is to provide sound health 
care financing for the American 
people. 

Regional Planning. Thus far, re- 
gional planning is a_ theoretical 
concept with some instances of 
local voluntary effort. However, 
the theory has been well developed 
and is being increasingly under- 
stood. The time has now come to 
apply it—to make sure that hos- 
pital facilities are not duplicated 
when duplication works against 
the economy of the community or 
of the area served. 

Public Relations. One of the ma- 
jor hospital problems of recent 
years has been that of public un- 
derstanding of the rapidly occur- 
ring changes in the health field. 
There is a real need for the public 
to understand the nature of these 
changes, and especially their effect 
upon the economics of hospital 
care. Much more effort is called 
for if we are to gain public under- 
standing of hospitals. 

Closer Relations with Allied Hos- 
pital Associations. The American 
Hospital Association has been ac- 
tive during the past year in work- 
ing with allied hospital associa- 

(Continued on page 113) 
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(ABOVE) A wide range 
of physiotherapy, 
which these elderly 
persons might not re- 
ceive were they living 
elsewhere, is provided 
by the home's skilled 
personnel under the 
direction of the medi- 
cal staff. 


(RIGHT) Opportunity to 

in the accus- 
tomed activities of 
normal life stimulate 
the interest of elderly 
residents of the home, 
which in turn heightens 
their desire to be active 
and occupied. 


ime DAY homes for the aged, 
| containing approximately 
300,000 beds, are evolving into 
centers for multiple services, with 
their main focus on health re- 
sources to the chronically ill aged, 
as well as the physically handi- 
capped. The multiple care program 
of the home of today, which uti- 
lizes so many personnel and facili- 
ties, is a far cry from the early 
homes that primarily provided 
only food and shelter and paid 
little or no attention to medical 
care. Because of ever increasing 
longevity, and a _ corresponding 


Harry Yaffe is administrator, Beth Israel 
Hospital and Home Society, Denver, Colo 
This article is based on a paper presented 
at the 1960 annual meeting of the Ameri- 
can Hospital Association in San Francisco. 
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A working program 
of health care 
for the aged 


Homes for the aged are evolving 
into health centers offering multiple 
services to the chronically ill and phys- 
ically handicapped aged, according to 
the author. He describes the unique 
relationship between a general hospi- 
tal and a home for the aged which 
provides both preventive and rehabili- 
tative services. 


increase in the infirmities of old 
age among the home’s residents 
and prospective applicants, these 
institutions have had to alter their 
philosophy to resolve these mount- 
ing problems. 

The initial step in this direction 
was the addition of minimal in- 
firmary facilities and nursing per- 
sonnel to provide better care for 


by HARRY YAFFE 


the small number of residents who 
became ill while living in the 
home. As the need for medical and 
nursing care continued to grow, 
radical changes were inevitable. 
Many homes cognizant of their 
responsibilities to the community 
underwent structural alterations, 
spent large sums for medical and 
hospital equipment and increased 
their staffs to provide their resi- 
dents with extensive medical and 
nursing care. 


HOME EVOLUTION 


These evolutionary changes have 
resulted in the establishment of 
the modern home that may be de- 
fined appropriately as a combina- 
tion nursing home for the sick, 


HOSPITALS, J.A.H.A. 








FOR TECHNIC PERFECTION 
IN BLOOD COLLECTION... 


NEW 
BD 
VACUTAINER 


Gali 
disposable 
needle 


reduces risk 
of cross-infection 
a new, factory-sharp needle 
for every venipuncture 
iy 


a B-D y product SAFE 
re-use Is precluded... 


fe) FeFsjdtomalelomer-]alalenanvaneat-ie-1a1e) 





conventional re-sterilization 


UNIQUE 
the first truly disposable needle 
available for use 


th evacuated tubes 


ECONOMICAL 


foldzd oye] eh ale amelmalciziel l= 





and post-use handling eliminated 


CONVENIENT 
ready for immediate use.. 
individually packaged in handy, 


Sterile units 


quality blood specimens 


and 
B-D| 
VACUTAINER 








evacuated 


specimen 
tube 


offers the simplest 
elaremanversian-}ai(%i-11) @alerclals 
of obtaining i 


PROVEN BY OVER 
10 YEARS’ EXPERIENCE 


SUPERIOR STOPPER 
easy to clean... 
easy to use... 


easy toremove... 


STRAIGHT SIDE TUBE 

easy pouring...easy pipetting 
of serum, plasmaor whole blood... | 
easy removal of clots 





WIDE RANGE OF USES 

six different sizes and 45 different 
anticoagulants and preservatives 

...color-coded according to usage 





BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


mental hospital for the mildly 
senile and hotel type residence for 
the ambulatory but enfeebled old- 
er person who can no longer live 
independently in the community. 
Contrasted with the earlier 
homes, which required the ap- 
plicant to be relatively healthy, 
the majority of homes today have 
removed their barriers and opened 
their doors to admit the aged per- 
son because his physical and men- 
tal condition necessitates a great 
deal of service. Jewish homes for 
the aged serve as an example of 
this change to multi-care homes. 
A recent survey disclosed that 
70 homes, with a bed complement 
of 11,148 beds, have designated 
4555, or 40.9 per cent, as infirmary 
beds. The increasing emphasis on 
diagnostic and therapeutic equip- 
ment as part of the home’s assets 
is reflected by the following sta- 
tistics from the previously men- 
tioned 70 homes. An electrocar- 
diograph machine was found in 46 
homes; dental equipment in 34; 
clinical labs in 29; diagnostic x-ray 
machines in 28, and some form of 
physical medicine modality in 68. 
Personnel employed by the major- 
ity of these homes is comprised of 
physicians, nurses, social workers, 
therapists and podiatrists. 


COOPERATIVE AGREEMENT 


Many of these homes have en- 
tered into cooperative agreements 
with general hospitals. This rela- 
tionship permits admission to the 
hospital, when acute beds are 
available, of home residents that 
require hospital care; use of diag- 
nostic and therapeutic facilities on 
an outpatient basis; assignment of 
hospital staff members to the home 
for regular service, and training 
of interns and residents in geriat- 
ric medicine. Research is carried 
on in 21 of these 70 homes, and in 
many cases, it is a joint venture 
between the home and the hos- 
pital. This relationship . assures 
comprehensive and high quality 
care for home residents. 

Our experience at Beth Israel 
Hospital and Home discloses, as 
does that of many others, that the 
average individual who seeks ad- 
mission to the home for the aged 
presents evidence of multiple dis- 
ease entities, which are virtually 
“sticks of dynamite” that could 
explode into acute disease flare- 
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ups at the least provocation. Be- 
cause of Beth Israel’s unique 
structural and functional relation- 
ship which provides a home for the 
aged and an acute general hospital 
on the same grounds, we have had 
the opportunity of adopting a pre- 
ventive medical program. 


GREATER UTILIZATION 


This close interrelationship be- 
tween hospital and home permits 
a greater utilization of all diag- 
nostic and treatment facilities at 
a minimal cost and does not sub- 
ject the older person to traveling 
considerable distances as is the 
case in many homes. The initial 
step in this program is a compre- 
hensive physical examination of 
the hew resident to detect the ex- 
istence of chronic disease, This 
examination utilizes the hospital’s 
ancillary facilities, and includes a 
chest x-ray, electrocardiograph, 
complete blood count, urine ex- 
amination, liver and kidney func- 
tion tests and blood fat determina- 
tions. 

After this thorough medical 
screening, our consulting special- 
ists, such as psychiatrists, ophthal- 
mologists, etc., are called upon for 
further specialized examinations 
whenever indicated. These special- 
ists are members of the hospital 
staff and serve on a rotating basis 
with no remuneration. The results 
of the entire examination are cor- 
related to establish definite dis- 
ease entities and their proper 
treatment. 

The annual medical evaluation 
of our entire resident population 
as of June 30, 1960, disclosed an 
increasing incidence of chronic 
diseases. Of the 72 residents, whose 
average age was 81.2 years, 58 
were ambulatory and resided in 
the home for the aged building 
and the balance of 14 were pa- 
tients in the chronic disease sec- 
tion of the hospital. The latter 
group, due to crippling conditions, 
such as complete paralysis, degen- 
erative disease processes, etc., are 
bedfast residents of the chronic 
disease section and have been 
transferred to this unit because of 
their need for more intensive care. 
Of the 58 in the ambulant section, 
there were none that were devoid 
of any disease process. 

The report further showed that 
two had two distinct disease enti- 





ties; 19 had three; 21 had four; 12 
had five, and six manifested six dis- 
tinct disease entities. The mean 
average was four per resident. 
The incidence of cardiovascular 
disorders was greatest; next in 
frequency were mental disorders, 
followed by diabetes, arthritis, eye 
disorders, kidney and bladder con- 
ditions, hernias, respiratory con- 
ditions and diseases of the diges- 
tive tract. These statistics are of 
dynamic importance because they 
serve as the basis of the treatment 
program. Realization that these 
disease entities exist put the staff 
on guard and permit proper treat- 
ment of residents at the home on 
an ambulatory basis. 

Of utmost importance in the 
proper management of these cases 
is the evaluation and proper selec- 
tion of drugs. Thanks to an excel- 
lent relationship with many of the 
larger pharmaceutical houses, Beth 
Israel Hospital is afforded the op- 
portunity of using some of the 
newer drugs of known specificity 
on a clinical trial basis. Equally 
important is the necessity of hav- 
ing full-time medical and nursing 
service. This around-the-clock 
coverage permits proper timing 
and distribution of medications 
and accurate recording of the resi- 
dents’ physical and mental status. 


CLOSE SUPERVISION 


This close supervision also per- 
mits early detection of a flare-up 
of any existing disease or of the 
development of acute disorders 
that may be of a medical or sur- 
gical nature necessitating immedi- 
ate transfer to acute hospital facil- 
ities. For example, such conditions 
as pneumonia, virus _ infections, 
acute diseases of the liver, kidneys 
and other vital organs require hos- 
pitalization. In cases where surgi- 
cal intervention is indicated and 
time is of the essence, transfer has 
proved to be lifesaving. Classical 
examples of such cases are stran- 
gulated hernias, perforated gastric 
ulcers, intestinal obstruction, etc. 

Because of an ever-increasing 
high occupancy rate in hospitals, 
and consequent shortage of avail- 
able beds, the majority of homes 
face a difficult problem in trying 
to effect an emergency transfer. 
Our unique arrangement guaran- 
tees that a hospital bed is always 
available to our home residents. 
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sparing action. It is swiftly and completely metabolized. Therefore, when formation of 
chyle, a major source of calories, is blocked during pre- and post-operative “digestive tract 
bypass,” many surgeons add Lipomul I. V. to their standard fluid and electrolyte regimen 





to provide the most concentrated source of energy. 
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B—Lipomul I. V. (highly magnified) 


Formula: 

ee er ere e eee 15% w/v 
Dextrose QnhyGrous 20.50.00 scsccccccees 4% w/v 
NUE Ea 6-0 0a VG cia 4 5 0 6 beet h wd We os 1.2% w/v 
Oxyethylene oxypropylene polymer ...... 0.3% w/v 
Water for injection .........sceccesecsesoes qs. 


Supplied in 250 cc. and 500 cc. bottles 

Indications and effects 

Lipomul I. V., fat emulsion for parenteral use, sup- 
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Administration and dosage 
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Precautions and side effects 

To administer, use only the recipient set supplied in 
the package; Lipomul I. V. must not be mixed with 
transfusions, infusions, or any other parenteral medi- 
cation, or be given simultaneously through the same 
tubing. A total of not more than 14 units (500 cc. 
each), at a rate not exceeding 2 units per day, should 
be given to any one patient. 

Reactions of a “colloid” type may occur, including 
back or chest pain, dyspnea, severe flushing, or urti- 
caria. There may be delayed chill. Transient fever 
has also been noted, as have such other minor reac- 
tions as nausea, vomiting, abdominal discomfort, 
headache, mild flushing, dizziness, and some vari- 
ations in blood pressure and pulse. 

When the recommended dosage is exceeded, an 
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chill, fever, abdominal! pain, nausea, vomiting, hepa- 
tomegaly, clotting defects, thrombocytopenia, and 
bleeding, particularly from the gastrointestinal tract. 


Lipomul |. V. oo 


Trademark, Reg. U. S. Pat. Off. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN [75th year] 


él 





This integrated service has a tre- 
mendous psychological impact in 
that our residents feel a sense of 
belonging and realize that their 
friends are close at hand. Frequent 
visits by the residents of the 
home’s ambulant section encour- 
age early ambulation and shorten 
hospital stay. 

Referring back to the most re- 
cent annual medical evaluation of 
Beth Israel’s resident population, 
it was noted that 30 per cent of all 
residents have some form of men- 
tal impairment with symptoms of 
temporary or continuous confu- 
sion. The hospital takes pride in 
being able to cope with these con- 
ditions by teaching personnel, in 
staff conferences held jointly with 
visiting psychiatrists, the impor- 
tance of being sympathetic, under- 
standing, tolerant and patient with 
these unfortunate seniles. 


CRITICAL INTERVAL 


This form of therapy begins 
when the applicant first desires to 
enter the home and is interviewed 
by the social service department. 
The case worker combines her 
training with her heartfelt under- 
standing to assist the applicant in 
resolving his problems. This friend- 
ship and trust, which is created 
between the applicant and the so- 
cial worker, enhances the adjust- 
ment of the new resident. Because 
the admission period is a critical 
interval in the life of a new resi- 
dent, all efforts are expended to 
lessen the severity of this crucial 
period. This is accomplished in 
part by the warm welcome that is 
accorded the new resident by the 
staff and his being placed with a 
roommate of comparable nature, 
who proceeds to introduce him to 
new friends and a new environ- 
ment. The case worker continues 
her close relationship with the new 
resident and helps him exercise 
his rights as a permanent member 
of the home and assists in the 
evaluation of his ability to par- 
ticipate in the various programs of 
the home. 

A comprehensive program for 
the aged utilizes occupational ther- 
apy and emphasizes restoration of 
personal efficiency by enabling the 
older person to make the maxi- 
mum use of his capabilities. The 
medical profile of each resident 
indicates his ability to participate 
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in the occupational therapy pro- 
gram. This, in turn, is correlated 
with the resident’s individual likes. 
It is imperative to recognize the 
need for planning activities with 
the resident and not for him. 


LEISURE TIME 


One of the most useful aspects 
of this program lies in helping the 
resident discover the art of using 
leisure time in a manner that is 
satisfying, interesting and gener- 
ally healthful. The program at Beth 
Israel Hospital includes leather- 
craft, ceramics, knitting and sew- 
ing, clerical and library work, 
minimal maintenance functions, 
etc. These projects produce a feel- 
ing of adequacy, accomplishment 
and usefulness. In our home ap- 
proximately 75 per cent of the 
residents participate. All these 
activities have significant thera- 
peutic value because they contrib- 
ute to a state of well-being. 

One cannot minimize the great 
role that physical therapy plays in 
a home for the aged. Its dynamic 
value as a restorative agent in the 
degenerative processes that are so 
common in the aged is well known. 
This form of therapy is utilized by 
the majority of our home residents, 
and in most instances with gratify- 
ing results. The home for the aged 
is constantly alert to the need for 
preventing bone fractures, for with 
increasing age, there is a greater 
fragility of the skeletal system. 

These preventive measures in- 
clude guard rails placed in all 
corridors; grab bars in the bath- 
rooms; ramps instead of steps in 
certain areas; the use of chiropody, 
and the application of nonskid wax 
to the floors. Regardless of pre- 
ventive measures, however, frac- 
tures of the hip are not infrequent. 
Because of the rapid deterioration 
of the aged person after sustaining 
such a fracture, it has been proved 
that better results are obtained by 
immediate surgical treatment em- 
ploying some hip-nailing proce- 
dure whenever possible. At Beth 
Israel Hospital, orthopedic sur- 
geons are called in immediately; 
within 24 hours, surgery is per- 
formed if needed. Early postop- 
erative activity and weight-bear- 
ing physical therapy assistance 
permit early ambulation. 

In the majority of cases, patients 


are returned to the home section 
where they continue to receive 
some form of therapy until they 
are able to regain confidence and 
are self-sufficient in the sense of 
caring for their intimate and per- 
sonal needs. Another example of 
the success of physical therapy is 
seen in hemiplegics following cer- 
ebral vascular accidents. As in 
hip fractures, these cases respond to 
different forms of physical and re- 
habilitative therapy. These patients 
are retrained to use natural neuro- 
muscular patterns. 

Closely allied to the program of 
physical therapy is the emphasis 
placed on chiropody. The staff of 
chiropodists is kept quite busy 
because of the incidence of pain- 
ful feet, corns and ingrown toe- 
nails that are so common in aged 
persons. This service is vitally 
important; if their feet are well 
cared for, the residents can move 
around easily and are motivated 
to do other things including those 
leading to better health. 


NUTRITIONAL MANAGEMENT 


Another highly important facet 
of a comprehensive health pro- 
gram is the nutritional manage- 
ment of the residents. The hospital 
dietitian works closely with the 
home’s medical and nursing staff 
to adopt general and special diets 
that maintain or bring the aged 
resident to a state of nutritional 
balance. The residents’ weights 
are checked monthly and are re- 
viewed by the medical director 
and dietitian. 

The diabetic diet is an example 
of a preventive measure. The 
quality of food is carefully calcu- 
lated and measured to cover insulin 
intake and to prevent diabetic 
coma or insulin shock. Because of 
prevalence of a great number of 
cardiovascular disorders including 
atherosclerosis, low cholesterol 
diets are rigidly adhered to as an 
approach to what is regarded as a 
stepping stone toward the proper 
management of these conditions. 

These multiple services have 
been initiated for the purpose of 
enhancing the state of well-being 
of the ever increasing segment of 
our population. Our home for the 
aged is alert to changing concepts 
in the care of its senior citizens 
and is prepared to render the serv- 
ices that promote better health. & 
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THE EASIEST-HANDLING 
LIGATURE REEL 
EVER DEVISED 


LIGAPAK 


New LIGAPAK ready-to-use plastic dispenser reel saves preparation time and trouble... 
assures more precise control while ligating. Supplied in overwrapped foil packets and 
electron-beam sterilized, new LiGAPAK Surgical Gut provides your O.R. nurses and 
surgeons with the maximum ligating convenience. 
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A.C.M.1. Sterile Packaged Ureteral Catheters, 
designed to be used once and then 


discarded, protect the patient from catheter 
borne infection, and relieve nurses and 


hospital personnel of time-consuming 
washing, rinsing, sterilizing and . 
maintenance of catheters in sterile storage. 
Other advantages: 
e Ready for instant use 
e Smooth, highly polished surface 
@ High flow rate through large, 
smooth lumen 
e Eye openings smoothly finished 
@ X-ray graduations clearly marked 
e@ Animal tested 


Supplied in half-gross cartons. 


American (ystoscope Nakers, Inc. 


8 Pelham Parkway, Pelham Manor (Pelham), N.Y 
Catalogue Nos. e 
5 Sy . pa I! 
2001 SP — Whistle Tip oe 


2003 SP — Olive Tip 
2005 SP — Round Tip 
Sizes: 4 to 10 Fr. 
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ghee LAST FEW year's have seen a 
great number of changes in 
every area of the pharmacy pro- 
fession—hospital, retail, whole- 
sale, education and manufactur- 
ing. These changes have resulted 
in a number of problems asserting 
themselves, and each day seems to 
bring new problems to the surface. 
To many pharmacists, these 
changes seem to be heralding the 
end of a time-honored profession, 
but to the pharmacist with imagi- 
nation, initiative, courage, deter- 
mination and a willingness to meet 
his responsibilities and obligations, 
they represent an opportunity for 
progress. 

What are the obligations and re- 
sponsibilities which every phar- 
macist must face daily? These are 
varied, but they can be grouped 
into various categories. Only those 
responsibilities which the hospital 
pharmacist must shoulder daily 
are the subject of this paper. No 
one needs to remind hospital phar- 
macists that these responsibilities 
are steadily increasing—increas- 


a E. Brackett is professional relations 
associate, Professional and Trade Relations 
Department, Eli Lilly and Co. 

is paper is based on a presentation to 
the pharmacy section, Tri-State Hospital 
Assembly, Chicago, 1961. 
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The responsibilities and obligations 
of the hospital pharmacist are increas- 
ing in both number and intensity, ac- 
cording to the author. He points out 
the need for the development of an 
increased sense of professional re- 
sponsibility and obligation on the part 
of the hospital pharmacist to discharge 
his professional duties properly. 


ing with both the size of the hos- 
pital and of the patient load. 


STATISTICS OF GROWTH 


The last decade saw an increase 
of more than 11 per cent in the 
total number of hospitals and a 
12 per cent increase in the number 
of available hospital beds. A re- 
cent study indicates that approxi- 
mately $1 billion annually is being 
spent on new hospital construction 
and that this will have to be in- 
creased to more than $4 billion by 
1969 if a sufficient number of hos- 
pital beds are to be available to 
care for the anticipated population 
increase. 

In the ten-year span of 1950- 
1960, there was an increase in 
population of 16 per cent, with 
total spending for medical care up 
108 per cent. In the hospital field, 
total expenditures for hospitaliza- 
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tion increased by an estimated 130 
per cent and the share of the med- 
ical care dollar devoted to hos- 
pitalization rose by 10 per cent. 
These data indicate that the hos- 
pital complex is growing, and this 
is especially true of the pharmacy 
department. Each year a number 
of hospitals add pharmacy depart- 
ments and the volume of pharma- 
ceuticals purchased by hospitals 
increases greatly. This is reflected 
in the share of the ethical] pharma- 
ceutical market which has been 
appropriated by hospital pharma- 
cies since 1929. Hospitals account- 
ed for approximately $7.9 million, 
or 4.4 per cent, of the ethical phar- 
maceutical market in 1929. Cur- 
rent figures show this has risen to 
nearly $323.6 million, or 31 per 
cent, which is indeed a tremendous 
increase in a relatively short peri- 
od of time. With the number of 
Americans availing themselves of 
hospitalization insurance, and with 
an expanding population, there is 
no indication this growth will stop 
in the near future. If anything, it 
will continue its upward spiral. 
What does all this mean to the 
hospital pharmacist? What added 
responsibilities will this expan- 
sion bring? The increasing pa- 
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tient load will create new and 
greater demands upon hospital 
pharmacy service, and with this 
the hospital pharmacist will as- 
sume a more important role on the 
health team. With the develop- 
ment of more potent, more com- 
plex and more specific pharma- 
ceuticals, he will become, even 
more than he is today, an invalu- 
able source of information to the 
medical and nursing professions. 
His responsibilities as an educator 
for the resident-intern staff, the 
nursing staff, the nursing school 
and the pharmacy department will 
certainly be more prominent. His 
obligation to the medical staff, the 
administrative staff and the pa- 
tient will grow. To supply excel- 
lent pharmaceutical service with 
a good quality of drugs must be of 
equal importance to him then, as 
it is now. Responsibility to supply 
the finest pharmaceutical service 
available to the patient at the low- 
est possible cost will become more 
and more pressing as the load be- 
comes greater and interest in hos- 
pital pharmacy intensifies. 


HOSPITAL FORMULARY SYSTEM 


It would be impossible to discuss 
this phase of the pharmacist’s re- 
sponsibilities without mentioning 
the formulary system. The formu- 
lary system is, without a doubt, a 
very controversial subject which 
has received a lot of attention, 
not only from all segments of the 
pharmacy profession but the medi- 
cal profession as well. No firm 
declaration regarding the hospital 
formulary system has ever been 
made by the pharmaceutical in- 
dustry. Many of the problems of 
this system have arisen because of 
a lack of complete understanding. 
It is thought by some people in 
industry that the formulary sys- 
tem was designed for the sole pur- 
pose of reducing the quality of 
pharmaceuticals being used in the 
hospital. When a formulary is 
adopted solely to save money, then 
it is not likely to fit into the total 
objective of the hospital, which is 
to supply high quality care to the 
patient at a price not in excess of 
the services rendered, or into the 
minimum standards for hospital 
pharmacy as outlined by the 
American Society of Hospital 
Pharmacists, 

If the concern for price overrides 
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the concern for quality in the 
choice of formulary drugs, then the 
pharmacy and therapeutics com- 
mittee must be made to realize that 
such a policy will not benefit the 
patient, the hospital or the phar- 
macy. The hospital pharmacy can- 
not afford to be a dispenser of cut- 
rate, low-quality pharmaceuticals 
in any community. Hospital phar- 
macists must fulfill their obligation 
to provide good pharmacy service 
to the patient and the hospital if 
they are to continue to be regarded 
as the elite of the profession and 
very important members of the 
health team. 

QUALITY OF DRUGS 

How can hospital pharmacists 
assure hospital staffs of high quali- 
ty drugs? 

Recently, many have advocated 
that the government set up proce- 
dures designed to certify pharma- 
ceuticals and inspect manufactur- 
ers. Their objective of eliminating 
substandard drugs is laudable, but 
I do not believe their proposals 
would accomplish what is _ in- 
tended. At no time can certification 
or inspection raise the quality of 
the pharmaceutical being tested. 
Quality must be built into a prod- 
uct step by step from the very be- 
ginning to the end of the manu- 
facturing process. Tests do not alter 
quality—they measure it. One can- 
not test quality into a product— 
it must be built in. 

Just because an agency of the 
government allows a pharmaceuti- 
cal product to be sold, does not 
guarantee that it is of excellent 
quality. Government agencies labor 
long and diligently to protect the 
public, but it is impossible for them 
to check more than a small per- 
centage of the drugs manufactured. 
To guarantee quality would re- 
quire a check of each batch or of 
every lot of pharmaceuticals pro- 
duced by the entire industry. Time 
and expense would not permit this. 
Consequently, the integrity and 
reputation of the manufacturer as- 
sume a very great significance 
whenever drugs and health prod- 
ucts are concerned. The majority 
of hospital pharmacists recognize 
this when placing orders for phar- 
maceuticals. A few do not. Those 
who do not should carefully con- 
sider their total responsibilities be- 
fore taking action. 

In an effort to reduce the cost 


of medication to the patient, the 
hospital pharmacy should make a 
careful, unbiased study of all its 
activities. Reduction of these 
charges should first be accom- 
plished, if at all possible, by in- 
creasing the operating efficiency 
of the department rather than 
through sacrificing the quality of 
the pharmaceuticals dispensed. 
Hospital pharmacy should be no 
different in this respect than any 
other business operation. It is vital 
that every effort be made to reduce 
all operating expenses, rather than 
just the cost of drugs. 

As pharmaceuticals have become 
more potent and complex, the re- 
sponsibilities of the pharmacist as 
a reference authority on their ac- 
tions and uses have _ increased. 
He must keep abreast of all medi- 
cal and pharmaceutical advances 
to properly and effectively dissem- 
inate this information to the medi- 
cal, nursing and pharmaceutical 
staffs in a concise and informative 
manner. This can be accomplished 
effectively in many ways. Several 
hospitals have instituted pharmacy 
newsletters, produced inexpen- 
sively by means of a duplicating 
machine. Information in a phar- 
macy newsletter should include 
new drug information, such as 
availability, official name, trade 
name, suggested dosage, indica- 
tions and contraindications. It is 
also helpful to include any new 
policies or procedures adopted by 
the department. 

Another excellent way that 
pharmacy information can be 
circulated is through hospital 
pharmacy seminars. Scheduled 
meetings can be held to discuss 
pharmacy policies and new phar- 
maceuticals. This service not only 
benefits those attending, but also 
the pharmacy service itself. Meet- 
ings of this type show the phar- 
macist’s willingness to function as 
the source of pharmaceutical in- 
formation in the hospital. 

Included in any discussion of the 
hospital pharmacist’s function 
should be his responsibility to the 
administrator and the board of 
trustees of the hospital to develop 
sound business practices. The up- 
grading of hospital pharmacy and 
the entire profession of pharmacy 
can only come from within the 
ranks of pharmacy itself. There is 
a definite need to concentrate on 
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this and to avoid any unnecessary 
and wasteful duplication of energy 
or resources which will retard 
efforts for professional advance- 
ment. 


CHARTING THE FUTURE 


To accurately chart his course 
for the future, the pharmacist 
must know where he is now. He 
must look around him, take his 
bearings from his present position 
and apply sound business princi- 
ples before progress can be made 
in the right direction. He should 
look at his business operation. How 
many times is the pharmacy in- 
ventory turned over each year? 
Good inventory control is funda- 
mental for successful pharmacy 
operation. The inventory should be 
based on the demands of the med- 
ical staff. It is well to remember 
that idle merchandise means idle 
dollars. Large stocks of pharma- 
ceuticals more frequently result in 
excessive inventories than do 
smaller quantities of a number of 
different brands of pharmaceutical 
which are frequently used and re- 
purchased. 

On the other hand, care should 
be taken not to reduce the inven- 


tory to a level which causes rush’ 


or panic purchases. This is, perhaps, 
as great a liability to the hospital 
pharmacy as having too much 
stock. It frequently results in de- 
lay in filling a physician’s order 
and causes problems in other areas 
of the hospital as well as in the 
pharmacy. 


INVENTORY CONTROL 


Although there are many ways 
to control inventory effectively, 
none is foolproof, especially for 
the hospital pharmacist. This is 
primarily because of sudden de- 
mand for an item for a particular 
patient, but as a rule, a good in- 
ventory control can be maintained. 
The pharmacist should set aside a 
definite time for inventory and 
delegate this responsibility to one 
person. Perpetual inventory con- 
trol has proved successful in many 
hospitals. This can be accomplished 
very easily through the use of a 
file card system or a similar unit. 
Not only does this system permit 
determining what stock of any 
item is on hand at any time, but 
it also tends to reduce pilfering of 
more expensive items. 
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In their efforts to reduce over-all 
costs of pharmaceuticals, a number 
of hospitals have developed siz- 
able manufacturing operations. No 
one should be hypercritical of this 
because the hospital pharmacist 
definitely has the right to do so. 
There are, however, two questions 
which should be considered before 
undertaking such an _ operation. 
These are: (1) Can there be the 
same assurance of quality and 
safety as when purchases are made 
from a reliable manufacturer? (2) 


Is the cost, including all its com- 
ponents, such that manufacturing 
represents an appreciable savings? 
Unless both these questions can be 
answered in the affirmative and 
without any manu- 
facturing should not be done. 

Each day sees the advent of ad- 
ditional responsibilities which are 
borne by the hospital pharmacist. 
Through the continual fulfillment 
of these new demands there will 
always be a bright future for hos- 
pital pharmacy. 5 
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Capable of BIG Things! 


at the newly expanded Deaconess Hospital, Buffalo, New York... 
HAUGHTON AUTOMATIC ELEVATORS 


Provide New Dimensions in Hospital Service 
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Here is another example of elevator planning and design 
that looks beyond current standards . . . provides adequate 
capacity, space and speed for swift, smooth transporta- 
tion of patients, personnel and equipment. 


In the new Deaconess Hospital Addition, four electron- 
ically-controlled Haughton Operatorless Elevators are on 
24-hour duty. Two are oversize, with 5000 lb. capacity 
and 6%’ x 11’ floor to handle beds, stretchers, food and 
laundry services. For extra convenience, one unit has 
entrances to hospital corridors, as well as kitchen and 
laundry. Two high speed elevators with 2500 lb. capacity, 
handle passengers only. All entrances are 48” wide. 


An amazing “electronic brain’? controls each elevator 
with time-saving speed and efficiency ... insures that 
vital service needs will be met at every moment, day 
and night. Such is the magic of Haughton Elevonics* 
... Wellspring of progress in vertical transportation for 
multi-floor buildings of every type. 


Remember, in your hospital, inadequate elevator service 
can be fatal. So, whether your need is elevators for new 
buildings, or modernization of present equipment, let 
Haughton capabilities provide the truly modern, practical 
answer to your problem. Consult with your Haughton 
representative, or write to us without obligation. 


*Haughton’s advanced program in elevator systems research 
and engineering, with specific emphasis on the application 
of electronic devices and instrumentation for betterment of 
systems design and performance. Reg. U. S. Pat. Office. 


HAUGHTON ELEVATOR COMPANY 


DIVISION OF TOLEDO SCALE CORPORATION - TOLEDO 9, OHIO 


West Coast Regional Office, Los Angeles 26 « 
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New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











Explosion-proof electric outlet and 
washable plug (17F-1) 

Manufacturer's description: This explo- 

sion-proof, electric outlet recep- 

s: tacle and ap- 

pliance plug 

provides protec- 

tion in hospital 

operating, de- 

livery and anes- 

thesia rooms by 

means of wiring 

devices that pre- 

vent sparking 

when electrical 

connections are 

made or broken 

at wall outlets in 

explosive atmos- 

pheres. This re- 

ceptacle and ap- 

pliance plug also 

permits quick, thorough and safe 

washing of operating room soilage 

from both the plug and cord with- 

out dismantling and rewiring, 

making it possible for the plug to be 

used after removing excess mois- 

ture. Harvey Hubbell Co., Dept. 
H17, Bridgeport, Conn. 


Plastic floor finish (17F-2) 

Manufacturer's description: U/L ap- 
proved, this plastic floor finish does 
not contain wax, is completely 





washable and is nonflammable. The 
chemical is recommended for lino- 
leum, rubber, cork, asphalt tile, 
terrazzo, magnesite and sealed 
wood floors. The Monroe Co., Inc., 
Dept. H17, 10709 Quebec Ave., 
Cleveland 6. 


Biological computer (17F-3) 

Manufacturer's description: Flexible and 
small, this digital computer, for the 
study of on-line calculation vari- 
ables, is equipped for the simul- 
taneous on-line computation of 
average evoked brain potentials 
from four different regions of the 
brain. The computer can also be 
used for calculating brain response, 
nerve potentials, retinograms, car- 


diological data, phono cardiograms, 
autonomic functions, pupil re- 
sponses and other biological vari- 
ables. Mnemotron Corp., Dept. 
H17, 47 S. Main St., Pearl River, 
N.Y. 


Liquid deodorant (17F-4) 
Manufacturer's description: This bedpan- 
odor-control liquid was designed 
to eliminate the 
hospital problem 
associated with 
bedpan odors. } 
The liquid is @: 
available in 12- 
oz. refillable plas- 

tic squeeze bot- 
tles which are 
packed 24 to a 
case. A fine spray 

of the deodorant 
into a bedpan im- 
mediately before 
patient’s use will Wden terrume 
aid in neutralizing offensive odors. 
Snowden Instrument Co., Dept. 
H17, P.O. Box 186 Los Gatos, Calif. 


for Red Po" 
Gnd Bathroom’. # 


Wheel chair headrest (17F-5) 

Manufacturer's description: This headrest 
provides support for the head, re- 
laxes neck muscles, relieves strain 


p» If you wish to have your name sent direci to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
Chicago 11, Illinois. 
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and is convenient for napping or 
TV viewing. The adjustable, pol- 
ished chrome frame attaches firmly 
to any collapsible or noncollapsi- 
ble wheel chair. The removable, 
zippered corduroy covers are avail- 
able in colors of red, blue, gray, 
green, brown, or turquoise. Mark 


Mfg. Co., Dept. H17, 4230 Commer- 
cial St., S.E., Salem, Ore. 


Microfilm reader (17F-6) 

Manufacturer's description: Trim and 
compact in design, this recorder 
has motorized starting, stopping 
and direction of film travel con- 
trolled by a single lever. Film 


a: 


loading, focusing and fine-scanning 
controls are also easily accessible, 
and only 16 seconds are required 
to advance or rewind a full 100 ft. 
magazine or roll of microfilm. 
Recordak Corp., Dept. H17, 415 
Madison Ave., New York 17. 


Frozen omelettes (17F-7) 

Manufacturer's description: These fast- 
frozen, portion-controlled ome- 
lettes are available in meat types, 
including ham and western style, 
and meatless types, including plain, 
cheese and sweet pepper omelettes. 
Styles include 24%2-o0z. bun-shaped 
omelettes for sandwiches; 4-oz. 
oval-shaped omelettes for entrees 
and a la carte folding type ome- 
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lettes for fillings. Items are packed 
in 5- and 10-lb. cartons. Stark, 
Wetzel & Co., Inc., Dept. H17, 602 
W. Ray St., Indianapolis 6, Ind. 


Stainless steel dishers (17F-8) 

Manufacturer's description: Equipped 
with a hinge pin to prevent the 
scrapper blade from _ releasing, 
these heavy-duty, stainless steel 
scoops feature a thumb-fitting 
ejector handle which facilitates 
easy operation. The dishers can be 


sterilized and cleaned frequently 
without damage due to rust or cor- 
rosion. Hamilton Beach Co., Dept. 
H17, Racine, Wis. 


Oxygen tent call button-holder 


(17F-9) 
Manufacturer's description: This nurse’s 


call button and signal cord holder 


mounts on the exterior frame of 
the oxygen tent, with the pull cord 
on the inside of the tent. The de- 
vice enables a patient to pull the 
cord by the mere weight of the 
arm, which, in turn, illuminates 
the call light. Stahl’s Watch Re- 
pair, Dept. H17, 22439 Hanson Ct., 
St. Clair Shores, Mich. 


Rib belt (17F-10) 

Manufacturer's description: Designed for 
the treatment of fractured ribs and 
chest injuries, this belt has a self- 
locking zipper and adjustable 


shoulder strap. The self-locking 
zipper arrangement makes it pos- 
sible for one size to fit most pa- 
tients—4-in. width for women and 
6-in. width for men. Zimmer Mfg. 
Co., Dept. H17, Warsaw, Ind. 


Diathermy tubes (17F-11) 

Manufacturer's description: These silicon 
tubes for direct replacement in 
diathermy equipment allow cooler 
operation of equipment because 


DALLONS 


filament power is not required, The 
cooler operation and longer life 
expectancy of the tubes aid in 
providing maintenance-free equip- 
ment. Dallons Laboratories, Dept. 
H17, 5066 Santa Monica Blvd, Los 
Angeles 29. 


Color-coded pipettes (17F-12) 

Manufacturer's description: Made of 
chemical resistant borosilicate glass 
and marked by bands of color ac- 
cording to capacity and graduated 
interval, these pipettes also provide 
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x-ray libraries, radiologists, x-ray 
labs and dentists. Copy Research 
Corp., Dept. H17, 875 W. 15th St., 


infrared for exposure and develop- 
ment. The film duplicating machine 


capacity measurements in match- 
ing colors above the bands and are 
available with regular white-filled, 
lifetime red or accu-red markings. 
Corning Glass Works, Dept. H17, 
Corning, N.Y. 


Dust mop vacuum attachment 
(17F-13) 

Manufacturer's description: Wiping a dust 
mop several times across the top of 
this vacuum attachment will expel 
dust and debris from the fabric 


and will reduce cleaning time, This 
attachment cleans mops thorough- 
ly, thus permitting floors to be 
cleaned, and kept cleaner, in a 
shorter period of time. E. W. Lewis 
Co., Dept. H17, Milan, Ohio. 


Photographic paper (17F-14) 
Manufacturer's description: This photo- 


graphic paper for reproducing 
x-ray negatives to the most minute 
detail is reproduced in less than 
one minute by a completely dry 
process utilizing ultraviolet and 
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and paper can be used by medical 
teaching institutions, hospitals, 


Newport Beach, Calif. 
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Cafeteria counters (17FL-1)—This 
40-page catalogue is illustrated and 
designed as a guide in the selec- 
tion of cafeteria counters. Divided 
into two sections, the catalogue 
lists both 30-in. and 24-in. wide 
sectional units and includes an 
itemized inventory with complete 
general and mechanical specifica- 
tions. Dimensional drawings, op- 
tional accessories, front panelings 
and suggested floor plan layouts 
are also shown in the catalogue. 
Southern Equipment Co., Dept. 
H17, 4550 Gustine Ave., St. Louis 
16. 


Automatic disposal (17FL-2) — 
Covering a complete line of food 
waste disposers, this four-page 
brochure offers a choice of 49 
models, with available sizes up to 
three horse power. The colorful 
literature also describes and illus- 
trates engineering features. Toledo 
Kitchen Machines, Div. of Toledo 
Scale Corp., Dept. H17, 245 Hol- 
lenbeck St., Rochester, N.Y. 


Individual face cloths (17FL-3)— 
This brochure describes a face cloth 
that is made of a plastic foam ma- 
terial, which cleans the face or 
body with the use of very little 
soap and which is individually 
packaged in a small plastic bag. 
The face cloth is available in a 
variety of colors and sizes. Emmi 
Products, Dept. H17, P.O. Box 42, 
Park Forest, Ill. 


Dishwasher (17FL-4)—Two four- 
page brochures, describing UL ap- 
proved automatic conveyor dish- 
washers, feature items, such as 
single and multiple tank models, 
integral pump and motor units and 
nonclogging centrifugal pumps. 
The booklets also illustrate dish- 
washers available in capacities of 
5075 to 12,600 dishes per hour 
with prewash models ranging from 
4805 to 8030 dishes per hour. To- 
ledo Kitchen Machines, Div. of 


Toledo Scale Corp., Dept. H17, 245 
Hollenbeck St., Rochester, N.Y. 


Medical filing equipment (17FL-5) 
—lIllustrating sectional card files, 
steel filing cabinets, visible tray 
files, hinge-cover cabinets, and file 
folder sets for hospitals, nursing 
homes, clinics and physicians’ of- 
fices, this circular also contains a 
complete listing of miscellaneous 
files and combination medical rec- 
ord and index card files. Physi- 
cians’ Record Co., Dept. H17, 3000 
S. Ridgeland Ave., Berwyn, Ill. 


Paint and color guide (17FL-6)— 
Psychological and functional val- 
ues of using colored paints for 
hospital rooms is offered in this 
colorful booklet. From delivery 
rooms to staff meeting rooms, col- 
ors are recommended for walls, 
ceilings, floors and halls. Interest- 
ing color combinations for rooms 
with windows facing in various 
directions are also illustrated, plus 
information on chemical resistant 
paints for lab tables, as well as 
protective, heavy-duty paints for 
all kinds of equipment, metal trim 
work, hand rails, interior and ex- 
terior masonry. Tropical Paint Co., 
Dept. H17, 1240-1282 W. 70th St., 
Cleveland 2. 


Stationary and portable manifolds 
(17FL-7)—This 12-page cata- 
logue describes a complete line of 
industrial gas manifolds and illus- 
trates 21 stationary manifolds de- 
signed for use with oxygen, acety- 
lene, argon, nitrogen, hydrogen, 
methane, propane, helium, butane 
and other industrial gases. Mani- 
folds described range from auto- 
matic change-over types that can 
accommodate unlimited numbers 
of cylinders to ready-to-install 
manual change-over types and also 
several portable models. Linde Co., 
Div. of Union Carbide Corp., Dept. 
H17, 270 Park Ave., New York 17. 
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A Toledo 2T-P-60 Panoramic Door 
Dishwasher with Prewash gives easy 
access to full length of conveyor for 
easiest cleaning and spotless sanitation. 


Toledo Disposer provides quick, sani- 
tary disposal of all food wastes. 
Heavy-duty engineered to assure long, 
trouble-free service. 


at OCEAN REEF INN 


Key Largo, Florida 


Wherever large numbers of people dine, gracious service 
starts in a well-planned kitchen... like this one at 
Ocean Reef Inn, under the swaying palms of Key Largo. 

Not even the sun shines brighter than the dishes 
and glassware that grace Ocean Reef’s tables. A Toledo 
Conveyor Dishwasher with Panoramic Door sees to 
that . . . with capacity of 4,805 dishes hourly. Features 
include Zip-Lok tubes, fresh water prewash, one-level 
tank. Toledo offers Panoramic Door models in single, 
double or three tank types with fresh water or recircu- 
lating prewash—capacities to 12,600 dishes hourly. 

The Toledo Disposer in the Ocean Reef kitchen 
comes in a choice of 49 models, from % to 3 H.P....a 
complete range of accessories includes silver savers 
and scrapping blocks. 

Whether your kitchen caters to small or large vol- 
ume feeding, select the right equipment to best serve 
your needs from the complete Toledo line. Write for 
Bulletin SD-3814 ... your first and most important 
step toward hiachon ellicieney. 


TOLEDO 
5401 SLICER 
combines hand- 
some design with 
fast, easy opera- 
tion. Meat carriage 
is quickly remov- 
able and easy to 

clean. 


TOLEDO 
HIGH-SPEED 
SAW 
speeds processing, 
provides large 
working area, big 

. ” 
capacity. 16 
wheels. Easiest 
cleaning. 


SERVICE 
Factery-Treined 
240 Cities 


TOLEDO Lieber Wachines 


Division of TOLEDO SCALE CORPORATION = 245 Hollenbeck St., Rochester, N.Y. 
Hi-Speed Mixers . . . = , Peelers... Offer fast, Dishwashers . . . Fast, Hi-Speed Choppers .. . 


Feature positive gear double-action peeling thorough, dependable. Powerful, heavy-duty de- 
drive: clean, efficient with abrasive on both Available in door, coun- signed. Outstanding in 
operation. Model TM- disc and cylinder. Low ter, conveyor and rack- performance and appear- 
20 (20 qt.) shown. Also waste. Portable and less types. Advanced ance. Full range of models 
30 qt. and 60 qt. sizes. cabinet type. design, easy cleaning. from 1/3 HP to 5 HP. 


HOSPITALS, J.A.H.A. 





food service and dioleties 


KXAMINING 


THE ROLE 


OF THE DIETARY 
CONSULTANT 


D IETARY CONSULTATION is a com- 
paratively new service for 
hospitals. Many dietary consult- 
ants started out with training and 
experience in dietetics, but with- 
out special training in consultation. 

In developing this service, com- 
petence in the field of dietetics was 
primarily important. Pioneers in 
this work generously shared their 
experiences. Working within the 
framework of a public health pro- 
gram with a multidisciplinary team 
who were experienced in consulta- 
tion was equally valuable help. 

Today, health departments in 
many states have such dietary 
consultants to aid institutions of 
various types in the management 
of their food service. At any rate, 
if the health department in a 
specific state does not offer dietary 
consultation, administrators will 
find it a good source of information 
about how such a service may be 
obtained. 

How does the work of a dietary 
consultant differ from that of a 
shared dietitian or an administra- 
tive dietitian in one hospital? The 
answer lies in the principles of 
consultation and how they are ap- 
plied to the field of dietetics. 


Helen M. Hille is institutional nutrition 
consultant, Division of Health Services, 
Children’s Bureau, Department of Health, 
Education, and Welfare, Washington. 

This article is adapted from a presenta- 
tion at an American Hospital Association 
Institute for Shared Dietitians and Dietary 
Consultants held in May 1961 
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The author analyzes the principles 
followed by the dietary consultant as 
a guide to hospitals taking advantage 
of this comparatively new service for 
institutions. The dietary consultant 
aims to improve a_ hospital’s food 
service not only by her own adminis- 
trative efforts, the author states, but 
by advising and motivating others to 


P 
action. 





Turning to definitions of con- 
sultation, we frequently find the 
terms “advise” and “counsel”. Die- 
tary consultants give advice to 
personnel in hospitals to 
them in improving standards of 
nutrition and food service manage- 
ment. In contrast to a shared die- 
titian or an administrative dietitian 
in one institution, a consultant is 
not a regular staff member of any 
institution and thus lacks the 
power or administrative responsi- 
bility for making decisions and 
taking action. 

Consultants have been referred 
to as catalysts because they stimu- 
late action but do not necessarily 
participate in it. 

Consultants acting in a purely 
advisory capacity do not have au- 
thority to insist that their advice 
be taken. They advise others who 
in turn carry supervisory responsi- 


assist 


bility for deciding how the job will 
be done. Hospitals are free to ac- 
cept or reject a consultant’s sug- 
gestions. 


TWO-WAY RELATIONSHIP 


What influences the institution’s 
acceptance of suggestions? There 
are principles of utmost importance 
involved. One is the consultant’s 
skill in developing and maintain- 
ing harmonious relationships. The 
approach and attitude of the con- 
sultant sets the tone. She should 
not convey the impression that she 
is there to tell hospitals what to 
do, nor should she convey a “take 
it or leave it” attitude. If sugges- 
tions are to carry any weight, the 
hospital staff must first accept and 
respect the consultant. 

On the first contact, the dietary 
consultant usually proceeds in a 
leisurely manner. If this is a get- 
acquainted visit in an effort to 
stimulate a request for services, 
the consultant may do little more 
than establish rapport while in- 
forming the hospital staff of the 
kind of service available. 

If the visit follows a request for 
assistance, the problems that the 
hospital staff are most concerned 
with usually have precedence over 
others that may seem more im- 
portant to the consultant. 

It has often been said that a con- 
sultant needs a “good listening 
ear’. The expression “playing it 
by ear” seems a fitting one. The 
consultant should be a good listener 
and, at the same time, provide an 
exchange of information by mak- 
ing tactful comments and asking 
questions that are pertinent 

Effective consultation depends on 
getting hospitals which need and 
can profit most from consultation 
to request help. It also depends on 
developing a two-way relationship 
so that the staff will make avail- 
able the information a consultant 
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needs to evaluate current practices. 
Current practices must be analyzed 
and evaluated before practical and 
sound recommendations for im- 
provement can be made. 

This brings up a second point 
that should be mentioned in rela- 
tion to influencing acceptance of 
suggestions. Dietary consultants 
aim to make recommendations so 
that hospitals can and will want 
to put them in practice. Such rec- 
ommendations should be given in 
terms that can be understood and 
should be suggestions that can be 
followed when they are under- 
stood. 

Suggestions should be practical 
and workable solutions adapted to 
the particular institution, If the 
recommendations cannot be put 
into practice because they are not 
adapted to the resources of the 
hospital in terms of personnel, 
equipment and money, they are 
useless. 

Consultants working on new or 
revised standards have to choose 
between ideal standards or goals 
and minimum standards which 
may be more realistic. 


It may be ideal to suggest that 
every day care center caring for 
10 children have a trained dietitian 
on the staff, but it is more 
realistic to suggest that they use a 
consultant’s service, employ a part- 
time dietitian, or share the serv- 
ices of a dietitian. 

To have her suggestions acted 
upon, the dietary consultant must 
sincerely believe and convince the 
hospital staff that the suggestions 
will improve practices. The staff 
must understand that the recom- 
mendations are based on estab- 
lished standards and are not given 
as criticism. They are entitled to 
the consultant’s continuing support 
in carrying out her recommenda- 
tions. 

Some generalized consultants 
give service to a wide range of 
types and sizes of institutions. To 
competently resolve problems in 
institutions ranging from a day 
care center for 15 children to a 
200-bed hospital or a 2000-bed 
mental institution requires in- 
genuity and adaptability. 

We have, up to now, been con- 
sidering consultation on a purely 


advisory basis. Some dietary con- 
sultants, however, because of their 
organizational location, have ad- 
ministrative responsibilities. They 
may be working in the division of 
an agency that has licensing or 
standard-setting authority or that 
controls funds used in hospital pro- 
grams. 

Even in such settings, a consult- 
ant’s service is found more effec- 
tive and satisfying if the methods 
used are advisory and educational 
ones rather than “police” action. 

Consultants in this setting also 
work through others who do the 
job, but in this case have some au- 
thority for seeing that action is 
taken. 

Whether service is offered on a 
purely invitational basis or within 
the framework of legal licensing or 
standard-setting authority, the 
ultimate goal is to increase the 
knowledge and improve the prac- 
tices of others. 

Consultants should not expect 
hospitals to wait for their return 
visit to learn whether or not they 
are doing a good job. Guidelines 
and yardsticks which they can use 
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Published 16 times a year in HOSPITALS, the selec- 
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and promote standardization of recipes and food 


production procedures. 


For samples of cycle menu forms, write: 


American Hospital Association 


840 North Lake Shore Drive 


Chicogo 11, Illinois 


HOSPITALS, J.A.H.A. 





in evaluating should be provided. 

Consultation is largely indirect 
service. By advising and motivat- 
ing others to take action, assistance 
can be offered on a much wider 
scale than is possible when giving 
direct service. 

Although a consultant, to make 
best use of time, should give spar- 
ingly of direct service, there are 
occasions when she may profitably 
roll up her sleeves and show how 
something should be done. Direct 
service is usually limited to pro- 
viding a demonstration in training 
the staff to do the work. 

This raises a question which 
must frequently be faced—that of 
concentrated versus diffuse serv- 
ice, 

Is the time of the dietary con- 
sultant used to better advantage 
by scheduling a concentrated peri- 
od to work with one specific 
institution in developing a program 
which they can then carry out, or 
is it better to make hurried visits 
to a large number of institutions? 
Can much be accomplished on one 
isolated visit? 

Whether working as a general- 
ized consultant with all varieties of 
institutions or working with a 
specific type of institution, deter- 
mining priorities is a question with 
which all dietary consultants must 
come to grips. 

In either case, the consultant 
aims to gear suggestions to the 
pace of the hospital staff. When 
giving concentrated help, the staff 
should not be overburdened with 
too many suggestions at one time. 


MULTIDISCIPLINARY APPROACH 


Effective institution consultation 
utilizes the skills of a team of dis- 
ciplines pooling knowledge, abili- 
ties and efforts toward improving 
care. Not only may other disci- 
plines within a consulting agency 
be giving service to an institution, 
but in many cases other agencies 
are also involved. This multidisci- 
pline, multiagency approach to 
problems is a method long followed 
by public health workers. 

In working with children’s in- 
stitutions, it is vitally important 
for health and welfare agencies to 
collaborate in developing standards 
and providing services. Between 
the two agencies, many disciplines 
may be involved and often many 
lines in the administrative setup 
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are crossed. For example, child 
welfare workers, physicians, 
nurses, sanitarians and dietary con- 
sultants may be giving consultation 
to hospitals. If a hospital is to get 
maximum benefit from them, this 
group of consultants must work as 
a team cooperatively sharing in- 
formation and activities. Perhaps 
it is safe to say that rarely does a 
sanitarian or a dietary consultant 
visit a hospital without obtaining 
information that would be useful 
to the other in his work with that 


worked out for sharing this infor- 
mation. Dietary consultants have 
opportunities to suggest to hospital 
staffs that consultants of other 
disciplines might help with certain 
problems. 


PROMOTES CONTINUITY OF CARE 

To work effectively as a team 
member requires familiarity with 
activities and interrelationships of 
official and voluntary community 
agencies, Depending on the kinds 
of institutions with which the 
consultants are working, many 


institution. Procedures should be 














@ Console Conveyor Unit 
@) Pellet on Hot Plate 

® Food Plate Assembly 
@ Insulated Pellet Heater 


Hot Plate Pellet System assures 
hot and cold food at the bedside! 


It consists of Pellet Heater; plates, covers, heat-retaining pellets for 
hot food service, refrigerated bowls for cold salads, ice cream and 
juices; Van Conveyor belt tray make-up table; transport carts. 


Holzer Hospital, Gallipolis, Ohio, writes: ‘*. .. Van's Hot Pellet System 
is probably our finest innovation. Although we average 50% special 
diets, we have been able to serve our heaviest meal (noon) in 10 2 
minutes from time assembly line begins moving until dietitian has 
checked all trays and they have started to the patients ...’’. 


This System concentrates all portion preparation in the kitchen 
under supervision of dietitian, improves tray appearance, eliminates 
partial tray assembly in corridor, gives patient impression of more 
personalized service with hot foods hot and cold foods cold when 
he consumes them. 
Carts are light, maneuverable, less expensive (no heating or 
refrigeration units). Write THE JOHN VAN RANGE CO., 
224-244 Eggleston Avenue, 
Cincinnati 2, Ohio. 











VV instant pudding 











HOSPITALS, J.A.H.A. 











looks and tastes like 
fine cooked pudding! 


Here’s an instant pudding that’s as lus- 
ciously smooth and really good-tasting as 
a carefully-made, fine cooked pudding — 
Kraft’s new Instant Pudding and Pie Fill- 
ing. Preparing it is really “a snap”! 

No milk to scald! No ingredients to mix 
and stir over a hot stove. And Kraft’s new 
product has none of the shortcomings of 
ordinary instants: lumpiness, undissolved 
particles, gummy appearance, starchy taste, 
loss of gloss, etc. 

Kraft Instant Puddings come out perfect 
every time. They “hold the cut” in pie 
shells. They “hold over” well—and rewhip 
to creamy smoothness for the next serving 
period. Fruit, nuts or other ingredients dis- 
tribute much more evenly due to “fast set.” 
Added flavor, like almond to butterscotch 
or mint to chocolate, doesn’t cook out on 
you. And meringue holds up beautifully on 
Kraft Instant Pie Fillings. 

Frankly, cooked or instant, nothing 
equals these 3 new Kraft products. Make 


this pleasant taste-discovery for yourself 
and for those you serve. See your Kraftman. 


3 Quick Steps—Only 7 minutes 


Pour 1 gal. chilled milk into mixer. Set 
“slow” and add 1 pkg. Kraft Instant Pie 
Filling and Pudding. Mix 1 minute. 


()) Scrape down bowl. Continue 
/ mixing (about 5 min.) until 


7 pudding is smooth and creamy. 





Pour into baked pie shells, individ- 
ual dishes or shallow 

14-hour in 

refrigerator. 
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agencies and associations may be 
involved. Not only will better 
consultation be given to a hospi- 
tal through familiarity and co- 
operation with these agencies, but 
dietary consultants can play an im- 
portant role in acquainting hospi- 
tal staffs with community resources 
and in encouraging their use to 
provide continuity of care from the 
hospital to the home. 

In some communities, coopera- 
tive efforts are providing a real 
service in follow-through assist- 
ance to patients on modified diets. 
Hospital dietitians, community nu- 
tritionists and public health nurses 
are planning cooperatively for re- 
ferral of patients who need addi- 
tional help following hospital dis- 


charge. Dietary consultants can 
encourage hospital staffs to refer 
these patients to community work- 
ers. 

In conclusion, it might be well to 
state again that making sugges- 
tions and motivating others to 
carry them out are quite different 
from actually supervising a dietary 
department. Although results of a 
consultant’s efforts are not always 
immediately apparent, seeing them 
take place is a most gratifying ex- 
perience, a 
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NOTES AND COMMENT 





Hospital Food Management 


Topic at World Meeting 


“Tradition, Science and Practice 
in Dietetics” was the theme of the 
Third International Congress of 
Dietetics held in London July 10- 
14. In attendance were 888 persons 


from 40 different countries, includ- 
ing approximately 235 from the 
United States. Through its scientific 
papers, group discussions and pro- 
fessional visits, the congress was 


designed to help dietitians in all 
parts of the world apply the princi- 
ples of nutrition in their tasks. 

In order that all might derive 
maximum benefit from formal 
meetings and exchange views with 
colleagues, a public address system 
was arranged so that each paper 
could be heard simultaneously in 
English, French and German. 


EDUCATION AND EXCHANGE 


Various speakers considered the 
great variety of work open to die- 
titians including administration of 
food services in institutions, thera- 
peutic dietetics and teaching. Many 
with dietetic training are con- 
cerned principally with improving 
the food consumption and dietary 
habits of populations through their 
work in government health depart- 
ments or in agricultural, welfare 
and educational agencies, The con- 
sensus was that it is essential in 
the training of dietitians to deter- 
mine the role of the dietitian and 
where she will be employed. 

A committee on the exchange of 
dietitians reported that 16 coun- 
tries are now ready to accept 
students in dietetics from other 
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countries. This committee was 
organized because dietitians have 
been actively interested in seeking 
training or experience in countries 
other than their own ever since the 
First International Congress of 
Dietetics in Amsterdam in 1952. 
The committee drew up the follow- 
ing requirements for dietitians 
wishing employment in another 
country as a dietitian: 

“a. Her training should be com- 
parable to and recognized by the 
country in question. 

“b. She should be able to speak, 
read and write the language of the 
country in which she applied for 
work. Fluency in language was 
considered essential. 

“ce. She should be completely 
familiar with the dietary patterns 
of the country in which she aspired 
to work.” 


CHANGING IDEAS: DIET THERAPY 


The need for constant revision of 
therapeutic diets to keep them 
abreast of scientific research was 
expressed in a speech by Doris 
Johnson, Grace-New Haven Com- 
munity Hospital, New Haven, 
Conn., who is president of the 
American Dietetic Association. She 
stated that the practice of having 
patients fast after surgery, with 
a progressive increase of food for 
a week or 10 days is now being 
questioned. Quicker convalescence 
is favored, according to Miss John- 
son, by giving such patients regular 
diets “as soon postoperatively as 
gastrointestinal signs indicate, usu- 
ally within 24 to 48 hours”. 

Miss Johnson emphasized that 
all patients in the hospital should 
receive diets which are nutrition- 
ally adequate. When changes are 
made in the normal diet for thera- 
peutic purposes, care must be taken 
that the resulting diet is nutrition- 
ally adequate, she said. Also, con- 
cern over therapeutic diets should 
not relegate so-called regular diets 
“to a routine without any planning 
or supervision by dietitians”. 

In a session devoted to large- 
scale catering, J. Priifer of Berlin 
analyzed various studies of food 
service management, including an 
English study which showed that 
poor organization of work, ineffi- 
cient working methods and insuf- 
ficient supervision resulted in loss 
of time up to 22 per cent. This and 
other studies, he said, support the 
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view that “for a critical evaluation 
of the organisation of food distri- 
bution it is necessary to analyse 
he sequence of operations in a hos- 
pital kitchen as one analyses it in 
a manufacturing plant”. 

He recognized that the reorgani- 
zation of food services for greatest 
efficiency costs money and stated: 
“But we must grow accustomed to 
the thought that money has not 
only to be spent on equipment for 
diagnosis and therapeutics but also 
for the nutrition of the patients 
which should support the healing 
and recovery processes and should 
save medicaments.” 

Those who attended this meet- 
ing had the opportunity to visit 
hospital dietary facilities in Eng- 
land. The majority of hospitals in 
Great Britain are government 
owned and operated. Few hospital 
dietitians are in full charge of food 
buying, planning menus and pre- 
paring meals. Those who perform 
all these functions are called cater- 
ing dietitians. In many hospitals, 
catering services provide the gen- 
eral hospital diets, while the die- 
titian is concerned with therapeu- 
tic diets. 

One dietitian told how patients’ 
trays are checked periodically to 
assure nutritional adequacy of the 
meals served to the general hospi- 
tal patients. Unknown to the hos- 
pital caterer, the entire fare for 
seven successive days is ordered, 
as if for a patient. This food is 
delivered to the dietitian’s office 
where the portions are weighed 
and calculations of the nutrient 
content are made from food tables. 
The food is then analyzed in the 
laboratory, and the results are 
compared with her calculations. If 
any dietary constituents are found 
to be below standard by these 
measures, the hospital manage- 
ment requests the caterer to in- 
crease the foods needed for nutri- 
tional adequacy. 

Announcement was made that 
the next congress will be held in 
Stockholm, Sweden in 1965. Pro- 
ceedings of the congress, which 
contain the papers presented and 
abstracts of original research re- 
ported, may be obtained from 
Newman Books Ltd., 68 Welbeck 
Street, London W. 1, for $10 per 
copy.—LAURA VIAL FITcH, Subur- 
ban Cook County Tuberculosis 
Sanitarium District, Hinsdale, Ill. ® 
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When commercial electric power is suddenly cut off, emergency gen- 
erating equipment becomes the most important single investment ever 
made by an institution or business. 

With the F-M 38F544 Opposed-Piston Diesel Generating Unit, only 
15 seconds lapse between loss of commercial power and new, F-M gen- 
erated power . . . 15 seconds for the 38F514 to come to full power 
from a cold start. 

Experience has taught telephone companies to use F-M Diesel Gen- 


erating Equipment to handle emergencies. It goes to work instantly 
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factories, hotels and schools also need this vital protection. And F-M 
diesels are backed up by the reputation of the leader in the field. For 
full details on Model 38F5'%, or any other manually or automatically 
controlled unit, write: S. K. Howard; Director of Marketing; Beloit 
Division; Fairbanks, Morse & Co.; Beloit, Wisconsin. 
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MODEL 38F514 OPPOSED-PISTON 
DIESEL GENERATING UNIT 


Delivers more kw at less cost, in 





less time. . 


other unit. 


. in less space than any 
Opposed-Piston design 


minimizes vibration, produces fine 


balance ... 


smooth power and 


instant response. 40% fewer mov- 
ing parts than comparable engines 
of equal horsepower mean reduced 
maintenance . . . fuel and lube oil 
savings. Range from 170-616 kw. 





AVING MONEY by reducing the 
S cost of hospital utilities—elec- 
tric power, water and industrial 
gas—is a service which the hos- 
pital engineer is well able to ren- 
der the hospital—if he has the 
initiative to do so. He can do this 
by preventing and _ eliminating 
waste use of electricity, water and 
gas. 

Every hospital wastes electric 
power during every hour that the 
lighting is needed to illuminate the 
hospital. The cause of this waste 
is the dust and dirt on fluorescent 
tubes, light bulbs, light fixtures, 
ceilings and walls. Accumulated 
dust and dirt reduces the effective- 
ness of the sources of illumination 
which requires either more fix- 
tures or bulbs of higher wattage, 
or both. 

This raises the question: Will it 
be more expensive to clean bulbs 
and fixtures to remove accumu- 
lated dust and dirt or to pay the 
cost of additional bulbs and fix- 
tures plus the cost of the added 
electric power to use them? 


AVERAGE LIGHT LOSSES 


In an average installation, the 
light loss is approximately nine 
per cent from lamp depreciation; 
five per cent light loss from out- 
ages; 27 per cent loss from accum- 
ulated dust and dirt on lamps and 
fixtures, and 11 per cent from dust 
and dirt on walls and ceilings. This 
dust absorbs light that ordinarily 
would reach the work task. Ap- 
proximately 50 per cent of the 
lighting dollar is wasted through 
dirt and maintenance shortcom- 
ings in the ordinary hospital. 

It would seem in the light of 
these facts that since the hospital 
is getting only 50 per cent per- 
formance from its lighting invest- 


At the time this paper was presented, 
Cc. H. Mattingly was superintendent of 
Buildings and Grounds, Presbyterian Inter- 
Community Hospital, Whittier, Calif. Mr. 
Mattingly is now superintendent of Build- 
ings and Grounds, Charles F. Kettering 
Memorial Hospital, Dayton, Ohio. 

This article is based on a paper pre- 
sented at the 1960 annual meeting of the 
American Hospital Association. 
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engincening and maintenance 


i s | 


If the hospital engineer will care- 
fully check hospital equipment that 
uses electricity, water or gas, he may 
be able to save considerable money 
for the hospital, according to the au- 
thor, who points out the most com- 
mon causes of waste use of these utili- 
ties and how to eliminate them. 


ment, it would have been more 
economical to have installed half 
the original lighting, but to have 
kept it clean. 

Determining the cost of clean- 
ing lights, walls and ceilings is not 
too difficult. It permits the hospital 
to get all the light that it is paying 
for, and in most instances, the sav- 
ing will far exceed the cost of 
cleaning. When one considers that 
with improved lighting for the 
same lighting dollar production 
and employee morale will improve, 
the expenditure is well worth- 
while. 

When one selects light fixtures 
for a hospital, it is good practice 
to make sure that they have some 
type of vent, such as a chimney 
opening in the top, so that the heat 
from the lamp will travel up, 
carrying the dust along with it, 
thus preventing it being deposited 
on the lamps and reflecting sur- 
faces of the fixture. 


LAMP REPLACEMENT 


Should burned out lamps be 
changed one at a time as they burn 
out, or should they be changed in 
groups? 

By actual tests, a little more 
than 20 minutes on the average 
is required to change a single 
lamp. If one multiples this by the 
number of lamps in a large in- 
stitution, the cost is amazing. On 
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the other hand, it takes three min- 
utes to change each lamp 
group change. 

The question is: When should 
one make the group change? Cer- 
tainly not when the first lamp 
burns out for it may be a bad bulb, 
which is not out of the ordinary. 
The most economical time to 
change the whole group must be 
determined. Again, tests show that 
when 11 per cent of the incandes- 
cent lamps have been changed, 
and 20 per cent of the fluorescents, 
the group change should be done. 

The amount of dollar savings 
will depend on the individual in- 
stallation and the cost of lamps 
and labor. There are no two hos- 
pitals alike in this respect, so make 
a survey of the plant to see what 
savings may be reasonably ex- 
pected. 


in a 


HOT WATER PROBLEMS 


Water can be a large expense 
in certain areas. When the hot 
water for domestic use is heated 
by steam through heat exchangers 
and stored in tanks ready for use, 
there is a saving if the hot water 
is circulated through the building 
to each fixture. When this method 
is used, the hot water supply and 
return lines should be well in- 
sulated. Circulation is accom- 
plished by small circulating pumps 
that keep hot water at each fix- 
ture at all times. This eliminates 
wasting water through drawing 
off the cool water to get to the hot, 
which occurs in noncirculating 
systems. 

Boiler fuel can be conserved if 
all steam and hot water lines are 
properly insulated; not only the 
long runs, but also all corners and 
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fittings. All pipes should have 
proper pitch so that condensate 
cannot be trapped in the lines, 
forming an obstruction to the free 
passage of steam. More fuel is re- 
quired to raise the pressure of 
steam to overcome this obstruc- 
tion. If this cannot be corrected by 
an adjustment of the piping, drips 
with plugs can be inserted in the 
lines at the low points, and the 
lines can be drained from time to 
time to relieve this condition, per- 
mitting steam to pass freely. 

On hot water circulating heat- 
ing systems, it is important that 
the air vents be in the proper lo- 
cation and condition, for if they 
do not relieve the radiators of 
accumulated air, this creates an 
insulator in the radiator which 
prevents the hot water from com- 
ing in contact with the radiator 
surface and thereby prevents heat 
from entering the room. 

Fuel oil tanks, lines, strainers 
and filters must be kept clean if 
the heating plant is to be efficient. 
Also, the burners should be serv- 
iced frequently, for if these are 
not kept in nearly perfect condi- 
tion, a large quantity of unburned 
fuel may be going up the flue. 

The days of the hand-fired heat- 
ing system have long since passed 
into oblivion along with the one- 
horse shay. If a hospital still has 
a hand-fired boiler plant, it should, 
after some investigating, replace 
it with more up-to-date equip- 
ment to save fuel. Replacement 
will also reduce man hours at the 
boiler, allowing this man to do 
more important work around the 
boiler room and the plant in gen- 
eral. 


FUEL SAVING MEASURES 


Another saving in fuel is gained 
by proper treatment of boiler 
water to prevent accumulation of 
scale and sludge on the heating 
surfaces of the boiler. A thin layer 
of scale on these heating surfaces 
can make a tremendous difference 
in the quantity of fuel needed to 
heat the water to produce steam 
at the proper pressure. 

A considerable saving may be 
realized through adjusting the gas 
rate charged to a hospital. In some 
areas, it is possible to get indus- 
trial gas at a very attractive rate; 
this is on limited service, meaning 
that the hospital must have some 


type of stand-by fuel available. In 
most cases, fuel oil is used for this 
purpose. It is understood and 
agreed that when the demand for 
gas is heavy, the company may 
notify the hospital to switch to 
auxiliary fuel. This changeover is 
to be accomplished in the shortest 
possible time; usually not more 
than 10 minutes is specified. 

The industrial limited gas rate 
is much lower than the regular 
commercial rate. Even in a mod- 
erately small hospital with one 
boiler on the line, the gas con- 
sumption is approximately one 
million cubic feet per month, mak- 
ing the gas rate less than 50 cents 
per thousand cubic feet, whereas 
at the commercial rate, the cost 
would be twice that amount. Of 
course, prices are not the same 
in all areas, but if a hospital is not 
now using gas at the industrial 
limited rate, it will pay the engi- 
neer to investigate the possibili- 
ties of doing so in his locality. 


TRAPS AND REDUCING VALVES 


Another area offering the engi- 
neer potential saving is the steam 
traps and pressure reducing valves 
of the steam system of the hospital. 
A trap that is not functioning prop- 
erly will permit steam to pass 
through to the return line, which 
uses both steam and fuel in excess. 
A pressure release valve that is not 
functioning properly has the same 
effect—wastes steam and fuel. In 
addition, a defective valve permits 
a greater steam pressure to reach 
fixtures and equipment than they 
were designed for, which is detri- 
mental to them. In time, this added 
pressure will cause an equipment 
failure or breakdown, which adds 
to the repair and replacement costs 
of plant operation. 

Another area to be observed 
closely is the care and maintenance 
of air filters. If air does not flow 
freely through these filters, the 
air-moving fans in the air con- 
ditioning system just “spin their 
wheels,” so to speak, using electric 
power, which must be paid for, 
but which is yielding no benefit to 
the hospital. 

There are many other areas of 
operation where savings may be 
realized and the engineer will be 
well repaid for the time and trou- 
ble which he expends in investi- 
gating the possibilities. bad 
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The quality goes in before the name goes on 


ZENITH RADIO CORPORATION, CHICAGO 39, ILLINOIS. IN CANADA: ZENITH 
RADIO CORPORATION OF CANADA, LTD., TORONTO, ONTARIO. The 
[ Zao | Royalty of television, stereophonic high fidelity instruments, phonographs, 
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ZENITH means 
sreater operating 
dependability, fewer 
service problems! 





Handcrafted Service Saver Chassis—no 
printed circuits, no production short- 
cuts! It’s completely wired and soldered by 
hand, with top quality components through- 
out. This costlier construction gives you more 
dependable performance — cuts out-of-service 
time and costly repair bills! 


New Gold Video Guard Tuner delivers 
a finer picture in any signal area! Fine- 
tunes each channel individually. New 16-carat 
gold-filled contact points assure peak signal 
power and long-life performance. 


New High Speed Electron Gun “‘paints”’ 
more detail on the picture tube! Gives you 
a sharper, clearer picture. In a close-up, you 
can actually see the individual strands of a per- 
former’s hair! 





Above, the Crestlake, Model 
H2214G, in metallic Ascot Gray 
color. Pillow and earphone 
speakers for private listening, 
and special roll-about stand, are 
available at extra cost. 











CLIP AND MAIL THE COUPON BELOW ! 


ZENITH SALES CORPORATION 
6001 W. DICKENS AVE. 

DEPT. H-9-33 

CHICAGO 39, ILLINOIS 


Please send more information on Zenith TV suitable for 
hospital use. 
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Superior germicidal properties never before attained 
in a disinfectant-deodorant-detergent 


New Pheneen Sanitizer 


The name is the same . . . but the brand-new 
formulation of New PHENEEN SANITIZER pro- 
vides superior germicidal properties to help 
combat cross-infection. 

Ulmer research scientists have combined a 
powerful new, uniquely balanced quaternary 
with selected synthetic detergents to produce a 
highly effective solution with these striking 
properties: 


Higher Phenol Coefficient. New PHENEEN SAN- 
ITIZER has a phenol coefficient of 26 against 
Staphylococcus aureus and 16 against Salmo- 
nella typhosa. 

Hard Water Tolerance 750 ppm. Retains active 
germ-killing powers in solution with hard water 
that deactivates other quaternaries. 


Maximum Germicidal Coverage. The new for- 
mulation is effective against both gram-positive 
and gram-negative pathogenic and odor-forming 
bacteria. 

Thorough Penetration. Significantly lowers the 
surface tension of water in use dilutions. This 
ensures thorough penetration into the tiniest 
crevices for maximum disinfection. 

Positive Odor Control. Kills odor-producing 
bacteria upon contact and, unlike phenols, re- 
duces odor intensity levels by specific chemical 
counteraction. 

Non-Irritating. New PHENEEN SANITIZER is not 


a primary irritant or sensitizing agent to skin 
or mucous membranes when used in recom- 
mended dilutions. 


Will Not Harm Surfaces. Can be used without 
danger of harming protective finishes of walls, 
wood or tile floors, upholstery, and similar areas. 


Wide Application. New PHENEEN SANITIZER is 
highly Cffective for disinfecting, deodorizing and 
cleaning such areas as floors, walls, furniture, 
woodwork, windows, bathroom fixtures, gar- 
bage racks. The germicidal components kill bac- 
teria on contact, and the detergent action holds 
dirt in suspension for easy removal with a 
vacuum cleaner, mop or cloth. 

New PHENEEN SANITIZER is particularly ap- 
propriate for disinfection in hospitals, where it 
serves as an aid in combatting cross-infection, 
such as Staphylococci. And it aids in preventing 
infections in doctors’ offices, homes for the aged 

. in fact any area where large numbers of 
people pass or gather. 

New PHENEEN SANITIZER is available now. 
Full details in descriptive booklet on request. 
Write to: 
THE PHARMACAL COMPANY 
1400 Harmon Place « Mi 


All of the above claims are substantiated by extensive 
laboratory tests. Reports available on written request. 
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Hospital careers 


HOSPITAL WITH A HEART. Joseph D. 
Wassersug. New York, Abelard- 
Schuman, 1961. 160 pp. $3. 

In his book Hospital with a 
Heart, Dr. Wassersug introduces 
hospital careers to young people of 
high school age. In simple and 
readable style, the book reviews 
the functions of each hospital de- 
partment and the jobs performed 
by its personnel, The drama of 
hospital life and the dedication of 
hospital people are given consid- 
erable emphasis. The book may be 
useful to hospital patients seeking 
to know more about the institution 
to which they have entrusted their 
lives, 

Being a physician, the author is 
at his best discussing medical and 
surgical specialties; he devotes ap- 
proximately half of the book to 
this subject. He sees the direction 
of the hospital’s affairs in terms of 
the “medical director” rather than 
“hospital administrator” or “hospi- 
tal director.” The young person 
considering entering a_ hospital 
management career through chan- 
nels other than the practice of 
medicine will have to look else- 
where for more complete informa- 
tion about qualifications, available 
schools and curriculums.—IRVIN 
BLock, manager, New York Public 
Relations Division, Blue Cross As- 
sociation. 


Food for small hospitals 


MEAL PLANNING AND Foop BUYING FOR 
SMALL HOSPITALS AND NURSING 
Homes. Kathleen Stitt and Eliza- 
beth Neige Todhunter, University, 
Ala. School of Home Economics, 
University of Alabama, 1960. 57 


pp. $1. 

A guide to better food service in 
small hospitals and nursing homes 
is provided by two staff members 
of the School of Home Economics, 
University of Alabama. Persons 
without formal training in food 
service will find this booklet easy 
to read and to use as a reference. 
Much of the material is in outline 
form, and is well organized for 
quick scanning. Subjects covered 
include nutrition, menu planning 
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Food for small hospitals 


Social service in hospitals 
Guide to federal grants 


Health agencies directory 
New publications 


for normal and modified diets, buy- 
ing, storage and sanitation. 

A brief opening chapter on the 
place of food service in the hospi- 
tal program suggests close coopera- 
tion between the food service 
department and the hospital ad- 
ministrator. According to these 
authors: “The food service super- 
visor should consult with her ad- 
ministrator each week for sugges- 
tions regarding food service. She 
should not hesitate to seek the 
administrator’s advice on matters 
concerning the kitchen employees, 
or buying practices; she should be 
receptive to any comments about 
the meals and ways of improving 
the menus or food preparation.” 

—MARIE BALSLEY 


Social service in hospitals 


ESSENTIALS OF A SOCIAL SERVICE DE- 
PARTMENT IN HOSPITALS AND RE- 
LATED INSTITUTIONS. American Hos- 
pital Association. Chicago, the 
Association, 1961. 18 pp. 60 cents. 
This booklet is a revision of the 

Statement of Standards for Social 
Service Departments, which was 
first published in 1936 and last re- 
vised in 1949. This revision in- 
cludes sections on “Legal Consid- 
erations” and “Social Service in 
the Hospital of the Future’—very 
welcome additions. 

The stated purpose of this pub- 
lication is “to provide a guide to 
the administrative considerations 
for establishing and developing 
social service departments .. . It 
is designed to be of particular value 
to persons responsible for develop- 
ing social service departments in 
hospitals . . . It should also be 
helpful to governing boards and 
administration. .. .” 

This material fulfilis its goal 
with excellent competence. To this 
reviewer, however, it appears that 
the scope of the pamphlet would 
not be violated if it contained an 
expanded interpretation of the way 
in which social service uniquely 
meshes with the other disciplines 
essential to complete patient care. 
Hospital administration and other 


key health personnel frequently 
are agreeably oriented to social 
service, but are at a loss in ade- 
quately interpreting it to board 
members and other interested com- 
munity persons. These groups must 
look to social workers themselves 
for a way to portray convincingly 
the valuable role of social service 
in the ever widening field of hu- 
man experience.—AUGUSTINE 
GUNN, administrative assistant, 
Chicago Wesley Memorial Hospital. 


Guide to federal grants 


FEDERAL AGENCIES FINANCING RE- 
SEARCH (Complete 1961 Guide to 
Government Grants and Contracts 
—Document 16) Washington, So- 
cial Legislation Information Serv- 
ice, 1961. unpaged. $1. 


The newly revised third edition 
of this publication is designed to 
help persons or companies hoping 
to work on government research 
projects by providing clear infor- 
mation on the programs, proce- 
dures and organization of each 
government agency awarding such 
contracts. 

The detailed index in the front 
of the pamphlet lists scientific 
fields and indicates the federal 
agencies sponsoring extramural re- 
search in each field. Following this, 
the agencies and the best method 
of making application for a re- 
search grant from each are de- 
scribed. 

The booklet points out that more 
than half of the $3 billion annually 
appropriated for research by Con- 
gress is distributed in grants to 
outside persons and companies. 


Health agencies directory 


HEALTH ORGANIZATIONS OF THE UNITED 
STATES AND CANADA: NATIONAL, RE- 
GIONAL AND STATE. Clara Sedacca 
Wasserman and Paul Wasserman. 
Ithaca, N.Y., Graduate School of 
Business and Public Administra- 
tion, Cornell University, 1961. 191 
pp. $10.00. 


This directory, ‘a first effort to 
order and describe the organiza- 
tions in the health field,” deals 
only with nongovernmental asso- 
ciations concerned with health and 
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related fields in the United States 
and Canada. 

The directory consists of three 
sections: (1) a directory of na- 
tional and regional organizations; 
(2) a directory of state affiliates of 
national organizations, and (3) a 
topical index to organizations. 

In general, the following infor- 
mation is provided about every na- 
tional organization listed: name, 
‘address, date of establishment, ex- 
ecutive officer (or presiding officer 
if the organization has no execu- 
tive officer), statement of purpose, 
number and type of membership, 
dues and other information on fi- 
nances, meetings, publications, af- 
filiations with other organizations 
and former name, if any. 

One of the most useful innova- 
tions is the listing of state organi- 
zations according to their national 
organization affiliations. 

Since the information was ob- 
tained by mail questionnaire from 
the organizations, there is consider- 
able variation in the amount of 
information furnished. In most in- 
stances, however, there is enough 
information available to furnish a 
clue to the purposes of the organi- 
zation and the constituency it rep- 
resents. 

Many more organizations, from 
a wider scope of definition, are 
listed here than in the listing of 
organizations in Part Two of the 
Guide Issue, HOSPITALS, J.A.H.A. 
However, no very strict principles 
of inclusion or exclusion seem dis- 
coverable. A number of the smaller, 
but nonetheless important, hos- 
pital-related organizations which 
can be found in the Guide Issue 
are not in this directory. Although 
some of the foundations which are 
particularly active in health affairs 
are included, others are not. Some 
organizations included in the di- 
rectory are of questionable impor- 
tance in the health field. These 
disadvantages are not significant, 
however, since no presently exist- 
ing directory of the health field 
contains clearly stated principles 
for inclusion and exclusion of list- 
ings. 

Only a very few typographical 
errors are evident, and the type 
size—although small—is adequate. 
Within the stated limitations of 
this directory, it represents an ex- 
cellent first attempt. It would be a 
worthwhile addition to the libraries 


of any who have occasion to use 
the Listing of Organizations of 
Part Two of the Guide Issue.—WIL- 
LIAM COPELAND, Department of Re- 
search and Statistics, American 
Hospital Association. 


New publications in the 
hospital field 


ANNUAL REPORT AND ACCOUNTS FOR 
THE YEAR ENDED JULY 31, 1959. 
Scotland. Hospital Endowments 
Commission. Edinburgh, H. H. Sta- 
tionery Office, 1959. 20 pp. 24 cents. 

Autopsy MANUAL. U.S. Armed Forces 
Institute of Pathology. Washington, 
U.S. Government Printing Office, 
1960. 78 pp. 50 cents. 

COMPREHENSIVE BIBLIOGRAPHY IN Hos- 
PITAL PHARMACY INCLUDING PUBLI- 
CATIONS TO JANUARY 1959: FOURTH 
SUPPLEMENT. American Society of 
Hospital Pharmacists. Ann Arbor, 
The Society, 1961. (Excerpted from 
the American Journal of Hospital 
Pharmacy, January 1961) 

DIRECTORY OF MEDICAL SPECIALISTS. 
10th ed. Advisory Board for Medi- 
cal Specialists. Chicago, A. N. 
Marquis Co., 1961. 1971 pp. $24.00. 

DIRECTORY OF REHABILITATION CEN- 
TERS. U.S. Office of Vocational Re- 
habilitation. Washington, U.S. Gov- 
ernment Printing Office, 1958. 
various paging. 

FEDERAL AGENCIES FINANCING RE- 
SEARCH: COMPLETE GUIDE TO Gov- 
ERNMENT GRANTS AND CONTRACTS. 
Social Legislation Information 
Service. Washington, The Service, 
1961. unpaged. $1.00. 

FEDERAL STATISTICAL Directory. U.S. 
Bureau of the Budget. 18th ed. 
Washington, U.S. Government 
Printing Office, 1960. 198 pp. 55 
cents. 

Forms Desicn. U.S. National Archives 
and Records Service. Washington, 
U.S. Government Printing Office, 
1960. 88 pp. 45 cents. 

GENERAL STANDARDS OF CONSTRUCTION 
AND EQUIPMENT: LONG-TERM CARE 
FaciuitTies. U.S. Public Health 
Service. Washington, U.S. Govern- 
ment Printing Office, 1960. 69 pp. 

GENERAL STANDARDS OF CONSTRUCTION 
AND EQUIPMENT: NurRSsEs’ REsI- 
DENCE, SCHOOL OF NURSING; PUBLIC 
HEALTH CENTER; STATE PUBLIC 
HEALTH LABORATORY; DIAGNOSTIC 
OR TREATMENT CENTER. U.S. Public 
Health Service. Washington, U.S. 
ee Printing Office, 1960. 


pp. 

GENTLE Lecions. Richard Carter. Gar- 
den City, Doubleday, 1961. 335 pp. 
$4.50. 

HospIrALs SERVED BY AMERICAN RED 
Cross BLoop PrRoGRAM, YEAR ENDED 
JuNE 1960. U.S. American National 
Red Cross. Washington, American 
National Red Cross, 1960. 87 pp. 

INDEX OF FEDERAL SPECIFICATIONS, 
STANDARDS AND HANDBOOKS. U.S. 
General Services Administration. 
Federal Supply Service. Washing- 
ton, U.S. Government Printing Of- 
fice, 1961. 152 pp. $1.50. 

Jos GUIDE FoR YOUNG WORKERS. U.S. 
Employment Service. Washington, 
U.S. Government Printing Office, 
1960. 72 pp. 45 cents. 


MEDICAL CARE AMONG THOSE AGED 65 
AND OVER; REPORTED ILLNESS AND 
UTILIZATION OF HEALTH SERVICES BY 
THE “SICK” AND THE “WELL.” Ethel 
Shanas. New York, Health Infor- 
mation Foundation, 1960. 35 pp. 

MEETING MEDICAL CARE Costs AMONG 
THE AGING; REPORTED EMPLOYMENT, 
INCOME, AND RESOURCES TO Pay FOR 
HEALTH SERVICES AMONG THOSE 
AGED 65 AND Over. Ethel Shanas. 
New York, Health Information 
Foundation, 1960. 50 pp. 

MENTAL HEALTH AND FINANCIAL MAN- 
AGEMENT; SOME DILEMMAS OF PRO- 
GRAM BupDGETING. Stanley T. Gabis. 
East Lansing, Bureau of Social and 
Political Research, College of Busi- 
ness and Public Service, 1960. 68 
pp. 65 cents. 

METHODS OF ARTIFICIAL RESPIRATION. 
U.S. Coast Guard. Washington, U.S. 
Government Printing Office, 1960. 
17 pp. 15 cents. 

More THAN Fun; A HANDBOOK OF 
RECREATIONAL PROGRAMMING FOR 
CHILDREN ANB ADULTS WITH CERE- 
BRAL PALsy. Sylvia B. O’Brien. New 
York, United Cerebral Palsy As- 
sociations, Inc., 1960. 38 pp. 

NURSING SERVICE IN MILIEU THERAPY. 
Charlotte R. Rodeman. Washing- 
ton, Walter Reed Army Institute 
of Research, Walter Reed Army 
Medical Center, 1960. 71 pp. 30 
cents. 

PERSONAL AND VOCATIONAL RELATION- 
SHIPS IN PRACTICAL NursING. Car- 
men F. Ross. Philadelphia, Lippin- 
cott, 1961. 208 pp. $3.25. 

PROBLEMS OF MEDICAL PERSONNEL AND 
EDUCATION IN A COMMUNITY, NON- 
AFFILIATED HOSPITAL. Charles J. 
Scala. New York, Fordham Hospi- 
tal, 1960. 65 pp. 

PROCEEDINGS OF NATIONAL NURSING 
Home INstTITuTE. American Nursing 
Home Association. Washington, 
The Association, 1960. 109 pp. $1.00. 

PROCEEDINGS OF THE VOLUNTEER 
BureEAv WorkKsHOopP, ATLANTIC CITY, 
JuNE 7-9, 1960. Association of Vol- 
unteer Bureaus. New York, United 
Community Funds and Councils of 
America, 1960. 34 pp. 

SOcIAL EPIDEMIOLOGY OF MENTAL DIs- 
ORDERS; A PSYCHIATRIC SURVEY OF 
Texas. E. G. Jaco. New York, Rus- 
sell Sage Foundation, 1960. 228 pp. 
$2.50. 


Source Book or FREE AND Low CosT 
MATERIALS FOR MEDICAL AND NurRs- 
ING SCHOOL LIBRARIES. Sister M. 
Concordia. Los Angeles, Queen of 
Angels School of Nursing Library, 
1961. 33 pp. $2.75. 

STAFF IN ORGANIZATION. Ernest Dale 
and Lyndall F. Urwick. New York, 
McGraw-Hill, 1960. 241 pp. $6.00. 

STRATIFICATION, ALIENATION, AND THE 
HospiITaL SETTING; A STUDY IN THE 
SOcIAL PSYCHOLOGY OF CHRONIC 
ILLNEsS. (Engineering Experiment 
Station bulletin no. 184.) John W. 
Evans. Columbus, Ohio State Uni- 
versity, 1960. 101 pp. $2.00. 

UsE oF RADIOISOTOPES AND SUPERVOLT- 
AGE RADIATION IN RADIOTELE- 
THERAPY; PRESENT STATUS AND 
RECOMMENDATIONS. International 
Atomic Energy Agency. Vienna, 
Austria, The Agency, 1960. 88 pp. 
$1.50. 

VETERANS’ BENEFITS. U.S. Congress. 
House. Committee on Veteran’s 
Affairs. Washington, U.S. Govern- 
ment Printing Office, 1960. 331 pp. 
$1.00. 
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FROM HOSPITAL WARE TO HOUSEKEEPING 


Wescodyne with“Tamed lodine“ destroys the widest range 
of micro-organisms —Cleans and disinfects in one step 


Wescodyne is formulated with “Tamed Iodine.” 
It non-selectively destroys bacteria, viruses, 
spores, fungi, even resistant types of staph. 


Wescodyne improves upon, and eliminates the 
need for, a wide variety of products. Its strong 
detergent action combines cleaning and disin- 
fecting in one step. 

In solution, Wescodyne is non-toxic, non-stain- 
ing, non-irritating. And virtually odorless. At 
recommended dilution, Wescodyne has a rich 
amber color. As long as the color remains, posi- 
tive germicidal activity continues. 
Astonishingly enough, Wescodyne costs less than 
2¢ a gallon at general-use dilution. 
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WEST DISINFECTING DIVISION 
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For full information, results of scientific evalua- 
tions, and recommended O.R., housekeeping and 
nursing procedures, write West Chemical 
Products, Inc., 42-16 West Street, Long Island 
City 1, New York. 


**Wescodyne’' and ‘Tamed lodine'’ are Reg. T.M.'s of West Chemical Products, Inc. 


Technical Advisory Service 
West Chemical Products, Inc. 
42-16 West Street, Long Island City 1, New York 
Gentlemen: (1) Please send available literature 
1) Have your representative call 
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Thermal shock test proves scalding heat 
‘and freezing cold can’t crack Duraclay! 


We froze this Crane fixture right into a 
block of ice for 96 hours. Then we poured 
boiling water on it. 

What happened? Nothing—no cracks, 
no crazes! It's made of Duraclay, an extra- 
tough, vitreous-glazed earthenware. 

Crane developed Duraclay-specially for 


hospital use. Splash its smooth, hard 
surface with acid. Scrub it daily with 
abrasives. It won't stain or show wear. It 
won't pit, corrode or discolor. In service 
sinks, bath and laundry tubs it outper- 
forms even more costly materials. And 
exceeds the requirements of the U.S. De- 


AT THE 
HEART 
OF HOME AND 
INDUSTRY 


CRANE 


VALVES AND PIPING 
ELECTRONIC CONTROLS 
PLUMBING 
HEATING + AIR CONDITIONING 


partment of Commerce. That’s why major 
hospitals approve it enthusiastically! 
Only Crane offers you Duraclay in your 
fixtures. For full information on Crane 
equipment for hospitals and institutions, 
see your architect or contractor. Or write 
Crane Co., Box 780, Johnstown, Penna. 
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fratsonnel changes 


@ Benita Cirulis has been appointed director of St. 
Luke’s Convalescent Hospital, Greenwich, Conn. Miss 
Cirulis recently completed studies in hospital admin- 
istration at Columbia University’s School of Public 
Health and Administrative Medicine, which included 
an administrative residency at Herrick Memorial Hos- 
pital, Berkeley, Calif. She also attended New York 
University as a student of physical therapy, receiving 
a bachelor of science degree in 1954 and a master of 
science degree in 1957. 


@ James R. Donachie has been appointed assistant man- 
ager of the Veterans Administration Hospital, Denver. 
Since 1958, he has served as as- 

sistant manager of the Veterans 

Administration Hospital, Roseburg, 

Ore. Mr. Donachie holds a master’s 

degree in hospital administration 

from the State University of Iowa, 

Iowa City, and a master of science 

degree from the University of 

Southern California. 


@ E. Dean Grout is the new adminis- 2? : 
MR. DONACHIE 


trator of William Newton Memorial 
Hospital, Winfield, Kan. He was 
formerly assistant administrator of Wesley Hospital, 
Wichita, Kan., and received his master of science 
degree in hospital administration from Northwestern 
University in 1956. 


@ O. H. Guenther became the new director of Milwaukee 
County Institutions and Departments on June 10. He 
succeeds John W. Rankin, who resign- 
ed recently. Mr. Rankin will assume 
the position of director of the hos- 
pital and medical science division 
of the Kurtis R. Froedtert chari- 
table trusts in Milwaukee. Mr. 
Guenther, who joined the Institu- 
tions staff in 1942, had been deputy 
director for the past seven years. 
He holds a degree in business ad- 
ministration from Marquette Uni- 
versity and is a certified public 
accountant. Mr. Guenther is a trus- 
tee of the Wisconsin Hospital Association. 


MR. GUENTHER 


@ Edmund G. Lawler has been appointed to replace Carl 
K. Schmidt Jr. as general superintendent of Oak Forest 
(Ill.) Hospital. Mr. Schmidt has been appointed 
deputy executive director of the National Society for 
Crippled Children and Adults. Mr. Lawler is a gradu- 
ate of the program in hospital administration at 


Northwestern University, and was formerly assistant 
to the warden at Cook County Hospital, Chicago. 


@ Arthur A. Lepinot, who for seven years was adminis- 


trator of Rosewell Park Memorial Institute, Buffalo, 
N.Y., has been named the new director of Lakewood 
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(Ohio) Hospital. Mr. Lepinot is a graduate of the pro- 
gram in hospital administration, University of Chi- 
cago, and was previously assistant administrator, St. 
Luke’s Hospital, Cleveland. 


@ Willard J. Leuthard, assistant administrator for the 
past four years at Memorial Hospital, Modesto, Calif., 
has been appointed administrator. 

He succeeds William D. May, who 

died recently. Mr. Leuthard holds 

a bachelor’s degree from the Uni- 

versity of California and a master 

of science degree in hospital ad- 

ministration from Northwestern 

University, Chicago. 


@ Mrs. Ivy Livingood Mosher retired 
recently after 29 years as adminis- 
trator of Rahway (N.J.) Hospital. 
Mrs. Mosher was active in council 
positions of the New Jersey Hospital Association, and 
served on its board of trustees. George A. Van Gemert 
succeeded Mrs. Mosher on July 1. Mr. Van Gemert 
had been assistant administrator at the hospital for 
the past four years. He was formerly associated with 
the Miner’s Memorial Hospital Association. 


MR. LEUTHARD 


@ Jerry E. Poole recently became administrator of 
Brokaw Hospital, Normal, Ill. He had previously 
served for more than two years as assistant admin- 
istrator of Blessing Hospital, Quincy, Ill. Mr. Poole 
holds a master’s degree in hospital administration 
from the State University of Iowa, Iowa City, and 
served as an administrative resident at University 
Hospitals, Iowa City, Iowa. 


@ John W. Rankin (see Guenther item). 


@ David A. Reed has been named assistant adminis- 
trator of Warren (Pa.) General Hospital. Formerly 
an administrative assistant at Cincinnati General 
Hospital, Mr. Reed holds a master’s degree in hospital 
administration from the Graduate School of Public 
Health, Program in Medical and Hospital Adminis- 
tration, University of Pittsburgh. 


@ Carl K. Schmidt (see Lawler item). 


@ George A. Van Gemert (see Mosher item). 


Deaths 


LeRoy H. Sloan, M.D., an original member of the Board of 
Commissioners of the Joint Commission on Accredit- 
ation of Hospitals, died June 2 in Duneland Beach, 
Ind. 

In addition to his accomplishments as an internist, 
Dr. Sloan contributed significantly to the hospital 
field. In 1921 he was one of the first physicians to 
survey hospitals and to initiate the program of hos- 
pital standardization of the American College of 
Surgeons. He served as both chairman and vice- 
chairman of the Board of Commissioners before his 
retirement. 





Science for the world’s well-being” 


Dear Doctor: 


Reports ‘ representatives 
appreciate ification for 
names of our road-spect® 
Terramycin, ‘yn and T 
#COSA" aosage forms: 


The "COSA" forms originates, you may recall, 
cal evidence of enhances antibiotic absorption 
employed in oral aaminist it eac 

this j 

we 

in the 
Tetracyn forms without glucosa 
glucosamine» 
This s to BD cessary> however, since 
i for oral antibiotics, 
n forms, thereby 
iption ¥ 


accordingly» i j j our oral proad-spect rum 
arug forms, in j 1 ine, Wi 0 a simply &5 
Terramycin, i in and n, wi prefix: 
To make cle just Ww m re afte S fer to the 
tabul 0 S$ age ° or r spectrum 
i j also 
early date to 


by comments of many 
phys jans il j if it. prescription? for these 
prizer Labor ora 0 ntibiotics- 
We weicome your comments on th . and on any otner phase of 
our operations, since it is our od) to render every service 45 
efficiently as possible to our ¢riends 3 the medical profession: 


sincerely» 


PFIZER LABORATORIES 





Product names 
for Pfizer broad-spectrum antibiotics 
have been simplified 


the name now is simply.. Ter rramycin 


YTETRACYCLINE WITH GLI 





formerly named now named 
Cosa-Terramycin® Capsules Terramycin’® Capsules* 
Cosa-Terrabon® Ora) Suspension Terramycin Syrup 
Cosa-Terrabon Pediatric Drops Terramycin Pediatric Drops 
and simpler names for these Terramycin-containing formulations: 


Cosa-Terrastatin® Capsules Terrastatin® Capsules 
Cosa-Terrastatin for Oral Suspension Terrastatin for Oral Suspension 
Cosa-Terracydin® Capsules Terracydin® Capsules 





the name now Is simply... Tetr , racyn 





formerly named now named 

Gosa-Tetracyn® Capsules Tetracyn® Capsules* 
Cosa-Tetrabon’® Oral Suspension Tetracyn Syrup 

Cosa-Tetrabon Pediatric Drops Tetracyn Pediatric Drops 

and simpler names for these Tetracyn-containing formulations: 

Cosa -Tetrastatin® Capsules Tetrastatin® Capsules 
Cosa-Tetrastatin for Oral Suspension Tetrastatin for Oral Suspension 
Cosa-Tetracydin® Capsules Tetracydin® Gapsules 


the name now is simply... oignemycin 


TETRACYCLII wi COSAMINE-TR 








formerly named now named 
Cosa-Signemycin® Capsules Signemycin® Capsules 

Cosa -Signebon® Oral Suspension Signemycin Syrup 

Cosa -Signebon Pediatric Drops Signemycin Pediatric Drops 


*Terramycin and Tetracyn Capsules without glucosamine are no longer available. 


Science for the world's well-being? (Pfizer) PFIZER LABORATORIES Division, Chas, Pfizer & Co., Inc. New York 17, N. Y. 
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New Ideas 
Through “Living Research” 


” egellea 


Angelica’s designers work with hospital 


personnel to improve the protective capabil- 
ities of surgical garments. Ideas to increase 
comfort and convenience are also thoroughly 
researched—designs are tested and evaluated 
by doctors, nurses, housekeepers and laun- 
dries in leading hospitals. Here are several 
products of Angelica’s “living research.” 


IDEA: FIRST SCRUB TROUSERS 
WITH ELASTIC WAIST BAND 
No troublesome drawstrings to 
knot around the middle, tan- 
gle in the laundry or need 
frequent repair. Test-laundered 
more than 75 times without 
loss of elasticity. Gives more 
comfort .. . cost less to 
maintain. 


IDEA: 

SURGEON’S GOWN HELPS 
PREVENT CONTAMINATION 
New overlapping back gives 
complete back and side pro- 
tection, insures sterility. No 
more pins—gown stays closed 
in any position with side and 
adjustable top ties, tunnel belt. 





IDEA: “STEP-OUT” 
STYLE SCRUB DRESS 
Scrub nurses will wel- 
come this new dress 
which opens from neck to waist in 
back, making it easy to step out of or 
into. Eliminates facial contact with 
perspiration or blood stained garments. 


IDEA: OPERATING CAP 
WITH ELASTIC BAND 
Chosen by surgeons in lead- 
ing hospitals for better fit, 
greater comfort. Preferred 
by housekeepers and laun- 
dry managers, because it 
eliminates knotted and cut 
String ties which are costly 
to maintain. 


IDEA: SHOE COVERS PRE- 
VENT CONTAMINATION 
Complete shoe coverage 
prevents the spread of 
contamination into sterile 
areas. Soft flexible con- 
ductive rubber soles elim- 
inate static build-up. 
Completely washable. 


® UNIFORM COMPANY 
107 W. 48th St., 
New York 36, N. Y. 


1900 W. Pico Bivd., 
los Angeles 6, Calif, 


317 Hayden St., N.W., Atlanta 13, Ga. 


177 N. Michigan Ave., 
Chicago 1, Ill. 


1427 Olive St., 
St. Lovis 3, Mo. 
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AHA States Views on Drugs Bill 


The Food and Drug Administration should be 
assured of “sufficient funds to enable [it] to keep 
pace with its responsibilities in protecting the public 
health and welfare’. This was a need emphasized 
by the American Hospital Association in written 
testimony on the pending bill amending and supple- 
menting the antitrust and federal food and drug laws. 
The measure is S.1552, introduced by Sen. Estes 
Kefauver (D-Tenn.). 

Certain provisions of the bill, the AHA said, are 
“of obvious significance to hospitals”. As a stimulant 
to the growth of the hospital formulary system, the 
Association stated, it approves “truly generic’ names 
for drugs. The bill proposes establishing an “official” 
system of nomenclature and the AHA suggested, to 
avoid misinterpretation, that the measure should 
“specify that names assigned to drugs should be truly 
generic’. Commenting on the bill’s proposal to give 
“full authority for the choice of official names” to 
the Secretary of Health, Education, and Welfare, the 
AHA proposed that the Secretary should be advised 
by a national advisory committee which he would 
appoint. The Association also said that setting up 
generic nomenclature could cut costs of drug pur- 
chases by hospitals, which average about 5 per cent 
of total outlay and, in some larger hospitals, may be 
as high as 10 per cent. 

Provisions for premarketing proof of efficacy of 
new drugs were considered desirable by the AHA. 
This, the Association said, would eliminate the “time- 
consuming, cumbersome and expensive” current pro- 
cedure under which the FDA can deal with worthless 
drugs only through “court proceedings after the 
drug has been distributed”. The statement also said 
that the AHA did not interpret the bill “to mean that 
[the FDA] would be empowered to consider the 
relative efficacy of a new drug against an existing 
one”. 

The advance licensing system proposed in the bill 
for producers of prescription drugs was also com- 
mented on by the Association. It said: “FDA’s 
authority to inspect drug manufacturing plants is lim- 
ited, and inadequate to determine if controls, facili- 
ties and personnel engaged in production are proper. 
We believe that the law should be strengthened to 
give FDA wider inspection powers to determine the 
conditions under which drugs are produced, and 
broader enforcement powers with respect to drugs 
manufactured under inadequate standards. Whether 
a licensing system is needed, or a broader and more 
effective inspection program alone would suffice, is 
not easy to determine”. 

In further comment on the licensing proposal, AHA 
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said that such a system with “comprehensive criteria 
for the applicant and the penalty of revocation” 
could lead to hospitals dealing with a wider group 
of producers. “It would,” the AHA statement con- 
tinued, “facilitate operation of the hospital formulary 
system and enable the formulary to effect greater 
economies than are now possible.” However, the 
AHA emphasized, the proposed licensing system 
would impose a heavy administrative burden on the 
FDA which it cannot realistically assume with its 
available manpower and under present appropria- 
tions”. For this and its other responsibilities, there 
should be “assurance that the appropriations for the 
agency would be much more adequate than they have 
been in the past”’. 

The proposal for dissemination of more accurate 
and complete information on drugs to physicians and 
hospitals was also discussed by the AHA. “Circula- 
tion of such information to hospitals would be help- 
ful,” the statement said, particularly data on “dis- 
closure of side effects, contra indications and toxicity”. 
The AHA suggested that printed matter distributed 
with drugs be of standard size and shape for ready 
reference use. 

The AHA statement was addressed to Senator Ke- 
fauver, who is chairman of the Senate Antitrust and 
Monopoly Subcommittee, which will be holding hear- 
ings on the bill through 1961. The next scheduled 
witness is Abraham A. Ribicoff, Secretary of Health, 
Education, and Welfare, whose August 24 appearance 
was postponed until September. 


HEW Funds Bill Delayed 


Final action on the bill appropriating funds for the 
Department of Health, Education, and Welfare for 
the 1962 fiscal year was delayed. Differences in money 
figures and certain provisions of the House-passed 
and Senate-passed versions of the bill made a House- 
Senate conference necessary. However, when it was 
proposed in the House that its conferees be appointed, 
this was objected to by Rep. Melvin Laird (R-Wis.). 
He stated that the wide gap in the appropriations 
figures—more than $4.45 billion for the Senate com- 
pared to $4.02 billion for the House—warranted spe- 
cial investigation. He had written to both President 
John F. Kennedy and HEW Secretary Abraham A. 
Ribicoff for facts, he said, and refused to permit 
scheduling of the joint conference pending receipt 
of their replies. These had been received in mid- 
August, but appointment of the House conferees was 
delayed by priority House business, including debate 
on the foreign aid bill. 
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New, Improved Magee Bassinet now has 100% 





accessibility for complete cleaning. Removable 
Safety Glass panels clamped in place on 
chrome-plated, knurled posts. Complete individual 
care; occupies only 6 square feet. 

Ideal for “‘in-nursery”’ and “‘rooming-in”’ care. 


A cubicalized nursery in itself. Model P9913. 


P9904 —Cabinet Model P9910—Ravenswood Model P9912—Michigan Model P9900—Bethlehem Model P9901—Angelus Model 
Sliding doors, both sides Drawer with bottle insert Aseptic open compartment Removable Plastic basket Dressing stand extends 
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Nations Most Distinctive Bassinets 


A Complete Line of Exclusive, Hospita/ Tested 
Designs Developed by Recognized Authorities 


on Modern Individual Care 


Advanced Styling 


Alumiline is America’s most outstanding line 
of nursery equipment. Strikingly distinctive 
styling is achieved by the combination of grace- 
fully curved, square-tube aluminum and satin 
finished stainless steel surfaces. Alumiline’s 
attractive and functional styling gives a pleas- 
ing unity of equipment design to the entire 
hospital department. Related equipment and 
accessories, too, are designed in complete 
harmony with Alumiline. 


Maintenance-Free Materials 


Aluminum and stainless steel require a mini- 
mum of care. Chemically oxidized aluminum 
tubing frames are coated with a hard, trans- 
parent, baked-on resin finish that is quickly 
and easily cleaned, and never tarnishes. Stain- 
less steel used has No. 4 satin finish—non- 
glaring, shows no fingerprints. All-welded, 
rigid H-frame construction guarantees sturdy 
strength for life. 


F7170—Aloe Explosion- 
Proof Infant Incubator 


Light Weight, Easily Mobile 

Alumiline is designed to meet the physical 
requirements of hospital personnel, as well as 
the infant. Heights are convenient, casters are 
characteristically set-in to avoid contact with 
nurse’s feet. Units move easily on ball-bearing 
casters that may be locked; and, the light 
weight does not damage soft floors. 


Functional in Design 

The designs shown here are representative 
of what thousands of modern hospitals have 
asked for, and are using. Chances are that 
there is an Alumiline Bassinet in this group 
that exactly meets your requirements. How- 
ever, if you desire a special model in quantity, 
our engineers will gladly work with you to 
develop a bassinet to meet your specific needs. 


For the complete specifica- 
tions of Alumiline, consult your 
new 804-page Aloe General 
Catalog. If this unique and 
world’s most complete catalog 
is not in your files, your Aloe 
Representative will be glad to 
supply you with one. 


A. Ss. ALOE COMPANY 


DIVISION OF BRUNSWICK CORPORATION 
1831 Olive Street, St. Lovis 3, Mo. 


FULLY STOCKED DIVISIONS COAST-TO-COAST 
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THE LAW IN BRIEF 








Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Judicial Potpourri 


A number of cases affecting hospitals, although un- 
related in subject matter, were decided during recent 
court sessions. They concern disclosure of medical 
record information, conduct of birth control clinics, 
responsibility for transfusion errors, charitable im- 
munity, liability for furnishing obsolete hospital 
equipment and ineffective consent. 

» A hospitalization insurance carrier attempted to 
use the courts to persuade hospitals to open their 
records to company representatives. The company 
sought an order which would have compelled a hos- 
pital to allow examination or photographing of rec- 
ords at any time, if germane to a patient who was 
once a policyholder. Said the Supreme Court of 
Kansas: 
“(The courts of Kansas) will not grant dis- 
covery merely to gratify curiosity, or to enable 

a party to engage in a fishing expedition in the 

hope of netting a case or a defense, or to pry into 

the case of his adversary.” 


MUST HAVE CASE BEFORE SEARCH 


The opinion states that the appropriate remedies 
are available to a party who seeks medical record 
information, but only after he has a cause of action. 
It described the plaintiff’s effort as “. . . an attempt 
by (the company) to discover whether it has a cause 
of action against (the hospital) on old insurance 
claims that have long been paid, and it does not 
concern the processing of present or future claims as 
suggested by the (company) in its argument.. .” 
Pyramid Life Insurance Co. v. Gleason Hospital, Inc., 
360 P. 2d 858 (Kan., 1961). 

This case was brought by the same insurer who 
succeeded in obtaining a more favorable opinion in 
an Oklahoma Federal District Court, as reported in 
“The Law in Brief,” HOSPITALS, J.A.H.A., May 1, 1961, 
p. 101. The law governing this subject is state law 
and tends to vary to some extent from one jurisdic- 
tion to another. Procedural provisions contained in 
statutes also may differ among the states. There are 
still not enough court opinions to generalize; how- 
ever, it appears that hospitals probably may success- 
fully resist disclosing old medical records which are 
not pertinent to any current or recent claim, unless 
the inquirer files suit. 


TEST OF ANTI-BIRTH CONTROL LAW 


» Recently the United States Supreme Court has 
delved into the matter of birth control. Specifically, 
the Court was asked to consider the constitutionality 
of a Connecticut law branding as criminal the use of 
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birth-control devices by individuals or their prescrip- 
tion by physicians. 

The plaintiffs were a distinguished professor of 
obstetrics at Yale University Medical School and two 
of his patients. Each of the women would endanger 
her life if she conceived. Under the statute, the phy- 
sician was guilty of a crime if he advised these 
patients to use birth-control devices; the women and 
their spouses were also violating criminal law if 
they followed the doctor’s advice. 

In the 75 year history of the law, the only prose- 
cution involved a birth-control clinic. This establish- 
ment was shut down by state action in 1939, but 
there were no fines or imprisonment. In a closely 
divided Supreme Court, the majority opinion was a 
refusal to consider the case because no one was 
actually facing prosecution. Connecticut doctors read- 
ily give, and their patients follow, advice on use of 
birth-control devices. No one really fears prosecu- 
tion, the Court concluded. If a birth-control clinic 
were established again, that would be the time to 
bring a genuine test of the statute because it seems 
evident that only the clinic need fear the wrath of 
the Connecticut authorities. Poe v. Ullman, 367 U.S. 
497 (1961). 
>» Blood transfusion errors do not occur often, but 
they are potentially lethal. Defense of a suit based 
on negligence in administering a transfusion is diffi- 
cult and the judgment may be sizable. Sometimes 
the defense consists of trying to blame another co- 
defendant for the misdeed. Apparently this occurred 
in Weiss v. Rubin, 173 N.E. 2d 791 (N.Y., 1961). 

During the course of an operation, a transfusion 
was required. The surgeon had not ordered blood 
sent to the operating room, but blood was available 
there. In fact, it had been prepared for another 
patient. The anesthetist asked the surgeon if the 
transfusion should be given and the surgeon assented. 
The blood was incompatible and the patient died. 


M.D. SHOULD HAVE BEEN SUSPICIOUS 


The surgeon was aware of the hospital rule requir- 
ing a written order for blood transfusion and for 
delivery of blood to the operating room. He did not 
inquire how previously unrequested blood got there 
and he ordered the transfusion orally. In the trial 
court, a judgment was rendered jointly against the 
hospital, the anesthesiologist and the surgeon, in the 
amount of $135,000. The intermediate appellate court 
affirmed the judgment, but reduced the dollar amount 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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to $90,000. The surgeon was not absolved of liability 
in spite of his claim that he had a right to rely on 
the anesthesiologist and the hospital staff for safe 
handling of transfusions. One dissenting judge thought 
that the surgeon should not have been held liable 
because to do anything about the transfusion he would 
have had to leave the sterile field. 

In the highest court of the state, the prior opinion 
was upheld, five to two. The surgeon had breached 
his duty of care to the patient by ordering a trans- 
fusion orally and not questioning the unusual cir- 
cumstances surrounding the presence of blood in the 
operating room. The majority so felt, but the dis- 
senters did not think the surgeon should have been 
on notice that something was wrong just because 
blood was available without his written order. Hence, 
the three defendants remained jointly liable to pay 
the $90,000 judgment. 
>» Immunity of charitable and governmental hospitals 
continues to be under attack in the courts. Victories 
by hospitals are sometimes short-lived. Losses are 
irrevocable except by the rarely employed remedial 
vehicle of legislation. Kentucky, Pennsylvania, Ohio 
and Michigan have been involved in recent litigation 
testing hospital immunity. 

Voluntary nonprofit hospitals in Kentucky lost 
their charitable immunity on May 5, 1961 in the case 
of Mullikin v. Jewish Hospital Association of Louis- 
ville, Ky., 12 CCH Negl. Cases 2d 1080. Similar insti- 
tutions in Pennsylvania retained their immunity by a 
one-vote margin in that state’s supreme court. Mi- 
chael v. Hahnemann Medical College and Hospital of 
Philadelphia, Inc., 30 Law Week 2026 (Pa., June 27, 
1961). 

The Kentucky court noted that it has been consist- 
ent in turning down appeals for reversal of the im- 
munity doctrine. Nevertheless, it felt that the time 
had come to review the court’s position. After giving 
due consideration to all the reasons favoring im- 
munity, it concluded that charitable institutions should 
be liable for negligence. No distinction would be 
made between paying and nonpaying patients who 
are injured. “The principle of respondeat superior 
(let the employer be responsible) shall hereafter be 
applied as in other tort (negligence) actions.” 


A NARROW MARGIN 


The Pennsylvania courts have been requested to 
drop the charitable immunity rule many times in 
recent years. In the latest case, the supreme court has 
said, “If the doctrine of charitable immunity is .. . 
no longer suited to the times and should be dispensed 
with, the proper way to accomplish that end is pro- 
spectively by legislation and not retroactively by ju- 
dicial ukase.” Three of the seven judges dissented. 
One favored overturning the immunity doctrine, but 
only for future cases. The other two felt that the 
immunity principle was always wrong and should 
not be perpetuated any longer. Because the vote was 
four to three, the next time a similar case reaches the 
same court, a change of position of one justice, or a 
change of personnel on the bench may bring Pennsyl- 
vania into the camp of liability states. 

The courts are being only slightly less gentle to 
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municipally owned hospitals, In Michigan, where 
voluntary nonprofit institutions are no longer immune 
from liability, municipal hospitals are facing liability 
status as well. Under Michigan law, a municipality 
is not liable for negligence in the performance of 
a governmental function. Whether a hospital con- 
stitutes a governmental activity is less clear. Cer- 
tainly prior cases have held that municipal hospitals 
created and operated under statutory authority are 
performing a governmental service, and this is so 
whether or not the hospital charges fees, earns some 
incidental income and carries liability insurance. But 
the case of Parker v. Port Huron Hospital, 105 
N.W. 2d 1 (Mich., 1960) has beclouded the situation. 
While the immune position of a municipal hospital 
was upheld in Harrison v. City of Pontiac, 285 F, 2d 
305 (C.A. 6th, 1961), the court intimated that the lia- 
bility status of voluntary hospitals imposed by the 
Parker case might affect municipal hospitals where 
the allegedly negligent act occurred after the Parker 
case was decided. Not until the next suit against a 
municipal hospital is considered by an appellate court 
in Michigan will it be known whether such institu- 
tions are still immune from liability for negligenee. 


CITY HOSPITALS FACE LIABILITY 


The Ohio Court of Appeals has held that the mere 
fact that a hospital was operated by a municipality 
does not make it per se a governmental function. It 
is a question for judicial determination whether a 
hospital is a proprietary (business-like) activity of 
the city or is truly a governmental service. The trial 
court cannot dismiss a case brought against a city 
hospital without first determining the true status of 
the hospital as a proprietary or governmental opera- 
tion. Again, we shall have to await the next appellate 
case to ascertain whether city ownership is enough 
to protect a hospital from liability for negligence in 
Ohio. Hyde v. City of Lakewood, 175 N.E. 2d 323 
(Ohio App., 1961). 
p> Is a hospital liable if a patient is harmed by out- 
of-date equipment when the safety features of newer 
models probably would have prevented the injury? 
No, says the Georgia Court of Appeals, as long as the 
old appliance is not actually defective. The case in- 
volved an incubator of at least 10-years vintage. 
There was no thermostat, so an attending physician 
took charge of maintaining manual control of the 
temperature. Nevertheless, the infant was burned. 
The court concluded that: 

“A hospital owes to its patients only the duty 
of exercising ordinary care to furnish equipment 
and facilities reasonably suited to the uses in- 
tended and such as are in general use under the 
same, or similar circumstances in hospitals in the 
area... . It is not required to furnish the latest 
or best appliances, or to incorporate in existing 
equipment the latest inventions or improvements 
even though such devices may make the equip- 
ment safer to use.” 

Liability of the physician was not determined but 
was assumed in the discussion of hospital responsi- 
bility. Emory University v. Porter, 12 CCH Negl. 
Cases 2d 1158 (Ga. App., 1961). 
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Now-you can include every charge 
in the patient’s final bill 


New IBM TELE-PROCESSING* System 
speeds charge data directly to your billing 
department as each charge occurs...using 
existing telephone lines. 


With the IBM 1001, you can prepare final 
bills faster... have every one complete and 
up-to-date...reduce collection problems... 
improve patient relations. 

fou can put this low-cost IBM TELE- 
PROCESSING System into operation by 
locating an IBM 1001 Data Transmission 
Terminal at activity points—nursing station, 
laboratory, pharmacy, etc.—and connecting 
each terminal to existing telephone lines. 


To make an entry, a nurse or technician 
simply dials, feeds a pre-punched card into 
the 1001, and an IBM Card is automatically 
punched in the business office—ready for 
processing. She can also enter special infor- 
mation via the 10-digit keyboard of the 1001. 


Anyone who can dial a telephone can 
quickly learn to operate the IBM 1001. You 
can have any number of remote input units 
at any distance from the central card punch. 
You can send data from any or all stations 
without a receiving operator in attendance. 


Call your local IBM Hospital Representa- 


tive for more information. *Trademark 


New IBM 1001 
Data Transmission Terminal 


IBM. 


DATA PROCESSING 
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Survey Shows Hospital Employee Benefits 
Comparable To Those Offered By Industry 


Findings of a recent survey of hospital employee fringe benefits show 
that employees of Chicago-area hospitals receive a wide range of fringe 
benefits equivalent in value to the benefits given employees of manufac- 


turing industries. 


The survey, conducted by the Chicago Hospital Personnel Management 


Association in cooperation with the 
Chicago Hospital Council, is sup- 
plemental to the salary survey 
completed in November 1960. 

According to the survey, the av- 
erage American manufacturer pays 
45.4 cents per hour, or approxi- 
mately 20.2 per cent of total pay- 
roll, for fringe benefits for pro- 
duction workers. Chicago area 
hospitals, it was found, pay an av- 
erage of 40.8 cents per hour, or 
approximately 24.6 per cent of 
total payroll. 

According to Howard F. Cook, 
executive director of the Chicago 
Hospital Council, since the Chicago 
Hospital Council started surveying 
fringe benefits in 1955 there has 
been a steady consistent growth in 
this area. Two facts disclosed by 
the survey that indicate rapid de- 
velopment and improvement of 
hospital personnel practices in Chi- 
cago are: (1) more than half (al- 
most 60 per cent) of the hospitals 
indicate they have a full-time per- 
sonnel director, and (2) almost 85 
per cent of the hospitals have 
written published personnel policy 
manuals. 

This year’s survey also indicates 
a significant increase in the num- 
ber of hospitals providing group 
life insurance. Last year 17 hos- 
pitals offered life insurance; this 
year 26 hospitals provide life in- 
surance and 7 have indicated that 
they are planning to establish life 
insurance plans. There is also a 
trend toward more hospitals pro- 
viding retirement plans. The sur- 
vey shows that 23 already have 
retirement plans and 11 aye an- 
ticipating this benefit. 

Fringe benefits for part-time 
employees were included for the 
first time in the 1961 survey. It is 
reported that 54 hospitals offer ben- 
efits to part-time employees, and 
of these, the four most frequently 
offered benefits are vacations 
(46 hospitals), shift differentials 
(43 hospitals), hospitalization 
insurance (38 hospitals) and 
sick pay (33 hospitals). To be 
eligible for fringe benefits, the em- 
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ployee must work a stated mini- 
mum number of hours per week— 
usually ranging from 5 to 32 hours. 
Three hospitals indicated plans to 
extend fringe benefit policies to 
part-time employees. 

In conclusion, Mr. Cook noted 
that “ the recently enacted federal 
minimum wage of $1.25 per hour 
is bound to have an inflationary 
effect on industrial pay rates in 
Chicago and indirectly on hospi- 
tals. However, Chicago-area hos- 
pitals are in a better position to 
meet these rises than was the case 
five or six years ago.” Ld 


AHA-PHS Form Committee 
On Long-Term Patient Care 


The American Hospital Associa- 
tion and the Public Health Service 
have announced creation of a 
jointly-sponsored special commit- 
tee to develop principles and rec- 
ommendations on planning facili- 
ties for long-term patient care. 

First meeting of the committee 
was held in Washington on July 
25-26. 

The 17-member committee, com- 
posed of national leaders in the 
long-term care field, will be headed 
by Ray E. Brown of Chicago, su- 
perintendent of the University of 
Chicago Clinics and past president 
of the American Hospital Associa- 
tion. 

Current estimates, according to 
state Hill-Burton hospital con- 
struction authorities throughout 
the nation, indicate that more than 
one-half million additional long- 
term beds are needed to fill present 
shortages. This number is expected 
to grow in proportion to the in- 
crease in the number of aged in 
the population. Moreover, many of 
the nation’s nursing homes are be- 
low standard structurally and do 
not provide the types of services 
and care needed. 

Both AHA and PHS have point- 
ed out the need for an evaluation 
of the basic concepts of care, treat- 
ment and rehabilitation of the el- 


derly. Such an evaluation should 
include the establishment of prin- 
ciples and guidelines that will be 
helpful at the national, state and 
local levels in developing immedi- 
ate and long-range plans to pro- 
vide adequate facilities for long- 
term care coordinated with the 
community’s health program. a 


Six Baltimore Hospitals 
Organize Nonprofit Laundry 


Six Baltimore hospitals have or- 
ganized a nonprofit laundry cor- 
poration to build and operate a 
modern $1.6 million plant capable 
of handling 12 million pounds of 
hospital laundry per year. 

The Maryland Hospital Laundry, 
Inc., is a result of more than one 
year of study and planning coor- 
dinated by the Hospital Council of 
Maryland. According to Walter F. 
Perkins, president of the Johns 
Hopkins Hospital board of trustees 
and of the new organization, the 
venture should be in operation by 
January 1963. 

In addition to Johns Hopkins 
Hospital, the hospitals forming the 
corporation are Church Home and 
Hospital, Hospital for the Women 
of Maryland, North Charles Gen- 
eral Hospital and the Union Me- 
morial Hospital. . 

Provision will be made for dou- 
bling the laundry’s capacity and 
any Maryland hospital may join 
the laundry or contract for laundry 
service, Mr. Perkins said. 

According to the hospital coun- 
cil, the advantages of shared laun- 
dry service include: (1) reduction 
of processing costs; (2) recapture 
of space for patient care activity; 
(3) elimination of need to replace 
antiquated machinery, and (4) 
omission of laundries in hospital 
modernization and new construc- 
tion. After the laundry is in opera- 
tion, further savings are expected 
through standardization and group 
purchasing of major linen items. 

Other group plans in Maryland 
include an x-ray film purchasing 
endeavor involving 28 hospitals, 
and an 18-hospital plan for joint 
purchasing of fuel oil. . 


International Conference 
Of Oral Surgeons Scheduled 
The first International Confer- 
ence on Oral Surgery, sponsored 
by the American Society of Oral 
Surgeons in conjunction with the 
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New KOTEX’ pads with super-soft 
Kaycel covering bring convenience 


—new comfort in self-care packs 


Qne convenient package, one brief 
explanation...and the maternity 
patient has all she needs for perineal 
self-care. Helps free nurse for more 
important duties. 


The convenient, time-saving approach to post- 
partum care is with new self-care packs. Kotex 
saves you the bothersome task of hand-wrapping 
each pad individually. And directions on the 
package keep verbal instructions to a minimum. 
The higher retention of Kotex means fewer pad 
changes, and less soiled linens. 

Your patients already know about Kotex and 


*Registered T. M. of the Kimberly-Clark Corp. 
} Registered T.M. of the Kimberly-Stevens Corp. 


KOTEX Maternity Pads 


a product of Kimberly-Clark Corp. 


Kotex self-care pads come in a variety of 
package sizes and self-care packs. Get com- 
plete details from your Curity representative. 


will appreciate the super-softness of the new 
Kaycel covering. Plus the extra length that 
gives greater patient protection: All Kotex self- 
care pads are packaged so they can be applied 
without touching the face of the pad. 


Distributed by 
THE K FEN DALL company 


BAUER & BLACK DIVISION 
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. frequent time-consuming trips with replacements 


New KOTEX softness prevents 
chafing . . . won't catch on sutures. 


_ New Kaycel covering is stronger, too. 
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Royal College of Surgeons of Eng- 
land, will be held at the Royal Col- 
lege in London, July 1-4, 1962. 
The program will include sym- 
posia, as well as a wide variety of 
scientific papers and discussion. 
Visitors will also have an oppor- 
tunity to observe surgical proce- 
dures in hospitals of London. 
Members of the medical and 
dental professions throughout the 
world are invited to attend. Addi- 
tional information may be obtained 
from the American Society of Oral 
Surgeons, 840 N. Lake Shore Dr., 
Chicago. s 


PHS Announces New Courses 
In Short-Term Nursing Series 


A new supplemental list of agen- 
cies sponsoring federally supported 
short-term intensive training 
courses for nurse administrators, 
supervisors and teachers has been 
issued by the U.S. Public Health 
Service. (Previous lists have ap- 
peared in the April 1, May 16, June 
16, Dec. 1, 1960, and in the June 16 
and July 1, 1961, issues of this 
Journal.) 

The following additions have 
been announced: 

Georgia League for Nursing, At- 
lanta. Director: Mrs. Dorothy Buf- 


fington. Subject: The Head Nurse 
Looks at Her Job. Dates: Sept. 11- 
15, 1961 (to be repeated Oct. 2-6, 
1961, and Nov. 13-17, 1961). 

School of Nursing, Medical Col- 
lege of Georgia, Augusta. Director: 
Alda L. Ditchfield, professor. Sub- 
ject: Comprehensive Nursing in 
Chronic Respiratory Conditions In- 
cluding Tuberculosis and Other 
Prolonged Illnesses (to be given 
in a series of three sessions for the 
same participants). Dates: First 
session, Oct. 16-20, 1961; second 
session, Jan. 15-19, 1962, and third 
session, March 5-9, 1962 (also to 
be given in a three-week contin- 
uous session from Oct. 16-Nov. 3, 
1961). 

Indiana University Medical Cen- 
ter, Indianapolis. Director: Virginia 
H. Walker, director of nursing 
services. (1) Subject: Achiev- 
ing Individualized Patient Care. 
Dates: Sept. 25-29, 1961 (to be 
repeated Oct. 9-13, 1961). (2) Sub- 
ject: Building the Environment for 
Patient-Centered Care. Dates: 
Nov. 27-Dec. 1, 1961. 

Purdue University, University 
Extension Administration, West 
Lafayette, Ind. Director: H. S. 
Belman, professor. Subject: Basic 
Skills of the Nursing Supervisor 


(to be given in three sessions for 
the same participants). Dates: 
First session, Oct. 3-5, 1961; sec- 
ond session, Oct. 10-12, 1961, and 
third session, Oct. 17-19, 1961 (to 
be repeated Dec. 5-21, 1961). 

Department of Nursing, Murray 
(Ky.) State College. Director: 
Ruth E. Cole, director. Subject: 
Supervision in Nursing (to be giv- 
en in three sessions for the same 
participants). Dates: First session, 
Sept. 13-14, 1961; second session, 
Sept. 27-28, 1961, and third ses- 
sion, Oct. 11-12, 1961 (to be re- 
peated April-May, 1962). 

School of Public Health, Uni- 
versity of Minnesota, Minneapolis. 
Director: Kathryn M. Fritz, assist- 
ant director, public health nursing. 
Subject: Guidance Aspects of Su- 
pervision (to be given in five ses- 
sions for the same participants). 
Dates: First session, Sept. 18-21, 
1961; second session, Nov. 16-17, 
1961; third session, Jan. 25-26, 
1962; fourth session, March 22-23, 
1962, and fifth session, May 24-25, 
1962. 

School of Nursing, Montana 
State College, Bozeman. Director: 
Laura Copple Walker. (1) Sub- 
ject: Instructional Concepts, Meth- 
ods and Techniques for Nurse Edu- 
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cators and Public Health Nurses 
(to be given in four sessions for 
the same participants). Dates: 
First session, Sept. 7-8, 1961; sec- 
ond session, Nov. 2-3, 1961; third 
session, March 1-2, 1962, and fourth 
session, May 3-4, 1962 (to be re- 
peated Sept. 12-13, 1961; Nov. 7-8, 
1961; March 6-7, 1962, and May 
3-4, 1962). (2) Subject: Super- 
visor-Nurse Practitioner Relations 
for Improvement of Nursing Prac- 
tice (to be given in three sessions 
for the same participants). Dates: 
First session, May 21-25, 1962; sec- 
ond session, June 25-26, 1962, and 
third session, July 9-13, 1962. 

Department of Nursing Educa- 
tion, School of Nursing, Syracuse 
(N.Y.) University. Director: Ida 
MacDonald. Subject: Improvement 
of Patient Care Through Supervi- 
sion (to be given in three sessions 
for the same participants). Dates: 
First session, Oct. 9-14, 1961; sec- 
ond session, March 25-30, 1962, 
and third session, June 3-8, 1962. 

Department of Nursing, Univer- 
sity of Rochester, New York. Di- 
rector: Esther M. Thompson. (1) 
Subject: The Development and 
Implementation of In-Service Edu- 
cation Programs for Nurses. Dates: 
Oct. 23-28, 1961. (2) Subject: Man- 
agement in Nursing (to be given 
in two sessions for the same par- 
ticipants). Dates: First session, 
Nov. 13-18, 1961, and second ses- 
sion, March 5-10, 1962. (3) Sub- 
ject: Supervision in Nursing. 
Dates: Feb. 5-10, 1962. 

School of Nursing, University of 
North Carolina, Chapel Hill. Di- 
rector: Elizabeth L. Kemble, dean. 
Subject: Curriculum Development 
in Schools of Nursing. Dates: Dec. 
4-8, 1961. 

Frances Payne Bolton School of 
Nursing, Western Reserve Univer- 
sity, Cleveland, Ohio. Director: 
Mrs. Ida S. Strieter, chairman, 
committee on graduate nurse pro- 
grams. Subject: Promoting Im- 
proved Care of Patients with Long- 
Term Illness. Dates: Sept. 5-16, 
1961 (to be repeated April 23-May 
4, 1962). 

The Pennsylvania State Univer- 
sity, Continuing Education Serv- 
ices, University Park. Director: 
Mrs. Ruth W. McHenry, coordinator 
of nursing education. (1) Subject: 
Improvement of Nursing Services 
in Hospitals Through Guidance of 
Directors and Assistant Directors 
of These Services. Dates: July 31- 
August 4, 1961 (to be repeated 
August 14-18, 1961). (2) Subject: 
Improvement of Nursing Services 
in Hospitals Through Guidance of 
Nursing Supervisors. Dates: Sept. 
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11-15, 1961; April 9-13, 1962, and 
May 14-18, 1962. 

School of Nursing, University of 
Pittsburgh, Pa. Director: Ruth 
Perkins Kuehn, (1) Subject: Nurs- 
ing Service Administration Direct- 
ed Toward Patient-Centered Care. 
Dates: Sept. 18-22, 1961. (2) Sub- 
ject: Nurse Patient Relations in a 
Patient Centered Nursing Service 
(to be given in two sessions for 
the same participants). Dates: 
First session, Oct. 16-17, 1961, and 
second session, Oct. 30-Nov. 1, 
1961. (3) Subject: Developing 


Nursing Service Programs for Pa- 
tient-Centered Care (to strengthen 


areas identified in conference held 
March 20-24, 1961). Dates: Nov. 
13-17, 1961. (4) Subject: In-Serv- 
ice Programs, Dates: Dec. 4-8, 
1961. (5) Subject: Developing 
Nursing Service Programs for Pa- 
tient-Centered Care (to strength- 
en areas identified in conference 
to be held Sept. 18-22, 1961). 
Dates: March 19-23, 1962. (6) 
Subject: Nurse Patient Relation- 
ships in a Patient-Centered Nurs- 
ing Service. Dates: April 2-6, 1962. 
(7) Subject: Patient-Centered 
Nursing (to be given in two ses- 
sions for the same participants). 
Dates: First session, April 23-24, 
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1962, and second session, May 7-9, 
1962. (8) Subject: Teaching Stu- 
dents Patient-Centered Nursing. 
Dates: June 18-22, 1962. 

College of Nursing, University of 
Tennessee, Memphis. Director. Mrs. 
Dorothy Hocker. Subject: Roles of 
the Head Nurse. Dates: Sept. 18- 
22, 1961. 

Texas League for Nursing, Inc., 
Austin. Director: Rachel] Thomp- 
son. Subject: Nursing Manage- 
ment Skills (a series of three 
workshops for the same partici- 
pants with identical series held in 
four regional areas of the state. 
Dates to be announced later). 

West Virginia League of Nurs- 
ing, Wheeling. Director: Frances 
M. McKenna. Subject: Supervi- 
sion in Nursing Service. Dates: 
Sept. 18-19, 1961. Ld 


Dr. Crosby Announces 
AHA Staff Changes 


Edwin L. Crosby, M.D., execu- 
tive vice president and director of 
the American Hospital Association, 
has announced several changes in 
the AHA administrative staff, ef- 
fective Aug. 14, 1961, as well as 
the establishment of a new Con- 
vention and Meetings Bureau. 

Edmond J. Lanigan, formerly direc- 
tor of the Department of Central 
Services, has been named director 
of the newly created Convention 
and Meetings Bureau and assistant 
to the director of the Association. 
He will be in charge of all Associa- 
tion meetings, including the annual 
meeting and institutes. 

Maurice J. Norby will again devote 
full time as deputy director and 
secretary of the Association. He 
has been relieved of his temporary 
assignments as director of the De- 
partment of Hospital Financing 
and Community Planning and as 
secretary of the Council on Blue 
Cross, Financing and Prepayment. 

Richard L. Johnson, formerly secre- 
tary of the Council on Research 
and Education, has become direc- 
tor of the Department of Hospital 
Financing and Community Plan- 
ning and secretary of the Council 
on Blue Cross, Financing and Pre- 
payment. Mr. Johnson will retain 
his responsibilities as director of 
the Hospital Counseling Program. 

Madison B. Brown, M.D., associate 
director of the Association, has 
been assigned as secretary of the 
Council on Research and Educa- 
tion as an extension of the new 
duties he will assume on Sept. 1, 
1961, when Richard J. Ackart, M.D., 
becomes director of the Depart- 
ment of Professional Services and 


106 





1961 hospital administrative residents 


Presented here are some of the 1961 administrative residents 
who have completed their classwork and are now beginning 
their internships at hospitals throughout the country. 





YALE UNIVERSITY residents and staff are (from left) front row: Richard B. Blakney, Good 
Samaritan Hospital, Portland, Ore.; David B. Balise, Worcester (Mass.) City Hospital; John D. 
Thompson, research associate, Yale University; Albert W. Snoke, M.D., professor of hospital 
administration; A. Kay Keiser, Montefiore Hospial, New York; Capt. John R. Galbraith, U.S. 
Air Force Hospital, Scott Air Force Base, Ill. Second row: Paul L. Downey, Newton-Wellesley 
Hospital, Newton, Mass.; Capt. Thomas R. Mayhugh, U.S. Air Force Hospital, Carswell Air Force 
Base, Tex.; Thomas A. Blumenthal, New England Center Hospital, Boston; Peter W. Ralph, 
Stamford (Conn.) Hospital; Charles A. Macintosh, Lankenau Hospital, Philadelphia; Jerald P. 
Stowell, Waterbury (Conn.) Hospital. 


eB 


UNIVERSITY OF CALIFORNIA, Los Angeles, residents and staff (from left): Jon A. Klover, 
Santa Monica, Calif.; Brook T. Powell, Los Angeles; Paul A. Lembcke, M.D., program director; 
Martin Horowitz, Baltimore; Herbert A. Ulick, Los Angeles; Joseph K. Indenbaum, M.D., Los 
Angeles; Mahin Molavi, Tehran, Iran; Sister Julia Mary Farley, Mt. St. Mary's, Los Angeles. 


a ; Ry — 
SLOAN INSTITUTE OF HOSPITAL ADMINISTRATION residents and staff are (from left): Kenneth 
S. Woodward; Leroy K. Young, M.D.; Gary A. Gambuti; Ambrose L. LaVigne; Francis J. 
McCarthy; Charles L. Van Hout; Richard H. Scheffer; Jack E. Stiles; Barry D. Brown. 


fd 


UNIVERSITY OF CALIFORNIA, Berkeley, residents and staff are (from left) front row: Duane W. 
Wyckoff, Jeanne E. Parrish, Ruth H. Inghram (lecturer), David R. Arnold, Jack G. Olpin. Second 
row: Joseph R. Mailloux, Charles E. Womer, Philip L. Coke, Joe C. McKenzie, James E. Metcalfe. 
Third row: Keith ©. Taylor (director), Irwin Staller, Mortie G. Walser, Capt. William C. Ross. 
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secretary of the Council on Profes- 
sional Practice. Dr. Brown’s new 
duties involve increased responsi- 
bility for the development and co- 
ordination of the Association’s to- 
tal program. 

Jack W. Owen has been named as 
assistant director of the Associa- 
tion and director of the Depart- 
ment of Administrative Services. 
He will retain his responsibilities 
as secretary of the Council on As- 
sociation Services. 

Edward W. Weimer, who has been 
associate secretary of the Council 
on Administrative Practice, has 
been appointed as director of the 
Department of Central Services. 
He has also been named as an as- 
sistant director of the Association. 

Frederick N. Elliott, M.D., assistant 
director of the Division of Profes- 
sional Services, has been assigned 
to the Hospital Counseling Pro- 
gram, He will retain his secretariat 
assignments for the Council on 
Professional Practice. 

William T. Middlebrook Jr. has been 
appointed assistant director of the 
Department of Administrative 
Services. He will retain his assign- 
ment as secretary of the Council 
on Administrative Practice and 
his responsibilities as associate 
director of the Hospital Counsel- 
ing Program. a 


Groups Elect Officers 


Arkansas Hospital Association: Presi- 
dent, A. Allen Weintraub, assistant 
administrator, St. Vincent Infirm- 
ary, Little Rock; president-elect, 
Clyde Nevill, administrator, Com- 
munity Methodist Hospital, Para- 
gould; treasurer, William Hedden, 
administrator, Magnolia City Hos- 
pital, Magnolia. 

Cleveland Hospital Council: Presi- 
dent, E. W. Miller, director, Huron 
Road Hospital; first vice president, 
Theodore Thoburn, president, St. 
Luke’s Hospital; second vice pres- 
ident, Sidney Lewine, director, Mt. 
Sinai Hospital; treasurer, Michael 
Wach, clerk-treasurer, Cleveland 
Board of Education. 

Columbus (Ohio) Hospital Federation: 
President, Paul R. Gingher, attor- 
ney and president, State Automo- 
bile Insurance Co.; vice presidents, 
Dean Phillips, director of personnel 
and public relations, North Ameri- 
can Aviation, Inc., E. Faber Big- 
gert, former vice president, Ohio 
Bell Telephone Co.; treasurer, Clair 
E. Fultz, president, Huntington Na- 
tional Bank; assistant treasurer, 
Erwin C. Pohlman, administrator, 
Grant Hospital; secretary, Delbert 
L. Pugh, executive director, Co- 
lumbus Hospital Federation; assist- 
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bacteria 
control in 
hospitals 


and how one household cleanser— 
Comet—can help 


Despite rigid sanitary procedures, hospitals face problems with many com- 
mon types of germs particularly Staphylococcus aureus. Modified Weber and 
Black tests* prove Comet, a Procter & Gamble household cleanser, can 
significantly aid control of bacteria in hospitals. 





SECONDS FOR COMET CLEANSER 
TO EFFECT 100% KILL: 


ORGANISM: 10 sec. 40 sec. 


S. aureus + ot 


E.coli +| + 
S. choleraesius a. 4 ssi pee ; y ; 


20 sec. 30 sec. 50 sec. 60 sec. 








tome 


CLEANSER 


WITH CHLORING 





























(+ = survivors — = no survivors) 


NOTE: A modified Weber and Black test was used 
because it more nearly represents hospital use condi- 
tions than do many other germicide test procedures. 








HOW COMET CLEANSER WORKS AGAINST GERMS 


Comet, with three germicidal ingredients, kills germs more effectively than 
any other leading cleanser. First, Comet is the only leading cleanser contain- 
ing sodium hypochlorite, one of the most effective known germicides. 
Second, Comet also contains trisodium phosphate and dodecyl benzene 
sulphonate, two other active, germ-killing ingredients. Third, Comet’s abra- 
sive and detergent ingredients add to its effectiveness in controlling bacteria 
by ridding surfaces of foreign matter. 


WHITEST, BRIGHTEST CLEANING RESULTS, TOO 


Finally, Comet with Chlorinol (an exclusive combination of superior clean- 
ing and bleaching ingredients) thoroughly removes tough ofganic stains 
from all porcelain surfaces faster than any other leading cleanser. Thus 
Comet gets basins, sinks, all porcelain surfaces sanitary, white and sparkling 


faster and easier. *Test details upon request 


Procter & Gamble, P.O. Box 599, Cincinnati 1, Ohio 
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State Association Presidents 


ALABAMA 


MATTHEW F. McNULTY JR. 
Administrator 
Hillman Clinic 

Birmingham 


ant secretary, Charles A. Jones, 
assistant director and finance di- 
rector, Columbus Hospital Federa- 
tion. 

Maine Hospital Association: Presi- 
dent, Philip K. Reiman, Maine 
Medical Center, Portland; vice 
president, Sister Mary Mercy, Mer- 
cy Hospital, Portland; secretary, 
Lawrence M. MacDougall, Eastern 
Maine General Hospital, Bangor; 
treasurer, Roland E. Chabot, St. 
Mary’s General Hospital, Lewis- 
ton. 

New Hampshire Hospital Association: 
President, Albert L. Beaulieu, ad- 
ministrator, Sceva Speare Me- 
morial Hospital, Plymouth; vice 
president, Arthur B. Paulson, ad- 
ministrator, Elliot Community Hos- 
pital, Keene; secretary, Thomas E. 
Edney, executive director, New 
Hampshire-Vermont Hospitaliza- 
tion Service; treasurer, Stanley K. 
Read, administrator, Huggins Hos- 
pital, Wolfeboro. 

New Jersey Hospital Association: 
President, Benjamin W. Wright, 
president, Hospital Center at 
Orange; president-elect, Nelson O. 
Lindley, administrator, Somerset 
Hospital, Somerville; vice presi- 
dent, Warren G. Rainier, director, 
The Mountainside Hospital, Mont- 
clair; secretary, J. Harold John- 
ston, executive director, New Jer- 
sey Hospital Association, Trenton; 
treasurer, William H. Morrison, 
administrator, West Jersey Hospi- 
tal, Camden. 

Tennessee Hospital Association: Pres- 
ident, James E. Ferguson, admin- 
istrator, University of Tennessee 
Memorial Research Center and 
Hospital, Knoxville; president- 
elect, Harold L. Peterson, adminis- 
trator, Baroness Erlanger Hospital, 
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NEW JERSEY 


BENJAMIN W. WRIGHT 
Administrator 
Hospital Center at Orange 
Orange 


TEXAS 


ALBERT H. SCHEIDT 
Administrator 
Dallas County 
Hospital District 

Dallas 


Chattanooga; first vice president, 
Adalbert G. Dierks, administrator, 
Le Bonheur Children’s Hospital, 
Memphis; second vice president, 
Robert M. Gleeson, administrator, 
East Tennessee Tuberculosis Hos- 
pital, Knoxville; treasurer, Clif- 
ford L. Gardner, administrator, 
Williamson 
Franklin. 


County Hospital, 
cy 


Study of Hospital Costs 
Slated for Southwestern Ohio 


A $230,000 “study in depth” of 
the reasons for the rising cost of 
hospital care in southwestern Ohio 
will be launched soon by the 
Southwestern Ohio Health Care 
Study Committee. 


The purpose of the study, to be 
conducted by the University of 
Michigan’s Bureau of Hospital Ad- 
ministration, is to determine: 

What effect has medical prog- 
ress had on patient care? 
Are hospital facilities 
used efficiently? 

What methods of paying hos- 
pitals for services rendered are 
best for patients, for hospitals, 
for health insurance organiza- 
tions and for the total com- 
munity? 

Are hospital accounting meth- 
ods effective? 

The southwestern Ohio study 
committee, headed by John D. 
O’Brien, retired general manager 
of the Inland Division of General 
Motors in Dayton, Ohio, is com- 
posed of leaders in business, in- 
dustry, labor, hospitals, medicine, 
education and government. Mr. 
O’Brien said that the study will be 
financed by foundation funds and 
by interested industrial and busi- 
ness organizations in southwestern 
Ohio. 

Frank C. Sutton, M.D., director 
of Miami Valley Hospital, Dayton, 
Ohio, represents hospitals on a six- 
man executive committee. Other 
hospital representatives are John 
Cashin, assistant administrator, 
Mercy Hospital, Springfield, Ohio; 
Gaston Herd, administrator, Fort 
Hamilton Hospital, Hamilton, Ohio; 
Sister Eugene Marie, administra- 
tor, Good Samaritan Hospital, Cin- 
cinnati, and David H. Ross, M.D., 
executive director, Jewish Hospi- 
tal, Cincinnati. a 


being 





CONSTRUCTION 


California 


Los Angeles—A $5.7 million out- 
patient building at General Hospi- 
tal is expected to be completed in 
two years. The completely air- 
conditioned, four-story structure 
will have no windows. Clinics and 
other facilities to be housed in- 
clude general and physical medi- 
cine, radiation therapy, dental, 
psychiatric and orthopedic. 

Los Angeles—A new 15,000 
square-foot surgical facility went 
into use early this year at Queen 
of Angels Hospital. It includes 
eight operating rooms, a 12-bed 
recovery room and complete ancil- 
lary services and equipment. Plans 
also include closed circuit tele- 
vision to enable interns to study 
surgical procedures. 


PLANNED 
AND COMPLETED 


Panorama City—The Kaiser 
Foundation Hospital is expected to 
be completed in June 1962. The 
unusual 10-story ‘“‘binocular- 
shaped” building will include a 
medical center containing 270 beds, 
an x-ray laboratory and emer- 
gency facilities with an outpatient 
department. The two cylindrical 
towers will be joined by a bank of 
elevators serving both. The core of 
each tower will contain, on each 
floor, central nursing and medical 
service common to all rooms. 

Oakland—An outpatient addition 
to Samuel Merritt Hospital was 
opened at the end of last year. The 
$390,000 unit houses the emer- 
gency and physicial and occupa- 
tional therapy departments of the 
hospital. 

Van Nuys—Construction has be- 
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gun on a $250,000 building for the 
Children’s Speech and Hearing 
Clinic. 


Colorado 


Denver—A $2.7 million, 180-bed 
addition to Swedish Hospital will 
go into construction in Septem- 
ber. Plans also include new service 
facilities. 


Minnesota 


Minneapolis—A $1.6 million 
addition to Bethesda Lutheran 
Hospital opened in March. The 
nine-story wing will increase the 
hospital’s capacity to 280 beds. It 
incorporates the latest advances in 
hospital construction, including a 
pneumatic tube system. 


New York 


Albany—The 72-bed Child’s 
Hospital, presently under construc- 
tion, will have a special circular 
design and no stairs. The new hos- 
pital will stress care of adults for 
eye, ear, nose and throat surgery, 
as well as geriatrics. 

New Hyde Park—Construction 
of a $500,000 addition to the Long 
Island Jewish Hospital’s House 
Staff Residence Building was 
scheduled to begin in May. The 
structure is the first part of a two- 
year, $8 million expansion program 
which will include the addition of 
four floors and four horizontal 
wings to the present five-story 
main building. The addition will 
increase the hospital’s capacity 
from 260 to 420 beds. Other facili- 
ties planned include a _ research 
building, an auditorium and teach- 
ing center, a medical staff center 
and a volunteer services center. 


Oregon 


Portland—Groundbreaking cer- 
emonies for a $1 million student 
housing project at Portland Sani- 
tarium and Hospital were held in 
December. The completed project 
will consist of six buildings with 
82 apartments. 


Pennsylvania 


Philadelphia—Moss Rehabilita- 
tion Hospital, an agency of the 
Federation of Jewish Agencies and 
the United Fund, was dedicated on 
April 23. The 124-bed, four-story 
building was completed in January 
at a cost of $1.5 million. Special- 
izing in the care of people with 
long-term illnesses, the hospital 
has complete diagnostic, nursing 
and medical care facilities. The 
new building, on the grounds of 
Einstein Medical Center, includes 
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* No Waiting 

x Insures Purity 
* No Cleaning 

x Fully Automatic 


The new Barnstead meted Be ucing and storing distilled 
water offers four infportant ‘advantages over present systems: 
First, it provides sufficient distilled water for all hospital serv- 
ices during peak need periods. N Ww you need not wait up to 
two hours each morning for an initial supe of freshly distilled 
water. 


Second, Barnstead keeps distilled water ¢hemically pure, pyro- 
gen-free and sterile in storagesistilled water can now be stored 
safely up to 30 days” because Barnstead has developed the 
equipment for protecting distilled water purity. 


Third, it is no longer necessary;to clean either the Water Still 
or glass bottles, thus freeing Central Supply or maintenance 
personnel for more. important and fruitful duties. 


Fourth, because Barnstead combines four purification methods, 
the distilled water produced is purer than that produced by any 
other single Still. You get the purity required for intravenous 
solutions, laboratory research and other hospital uses. Write 
for your copy of the New Better Way to Produce and Store 


Distilled Water. 


NEW BARNSTEAD STORAGE TANK 


. . EQUIPPED with Barnstead Sterile Ray 
and Ventgard®, the new 25 gallon Storage 
Tank keeps distilled water pure up to 30 
days. Rectangular design saves space. . 
lee ree wall mounting over counter 
or sin 


SEE US AT THE HOSPITAL SHOW 
ATLANTIC CITY + SEPT. 25 to 28 - BOOTH NO. 836 


Warnstead 


STILL AND STERILIZER CO. 
20 Lanesville Terrace, Boston 31, Mass. 





spacious areas for physical, occu- 
pational and speech therapy. 

Philadelphia—St. Christopher's 
Hospital for children is planning 
a $2.9 million expansion program 
including the addition of 158 beds 
and improvement of the x-ray 
department and administrative 
offices. 


—DRAKE-O' MEARA ASSOCIATES, ARCHITECTS 


THE CHRISTIAN HOSPITAL OF ST. LOUIS began construction of an addition, as well as 
Houston—The new Houston extensive remodeling of the existing plan, early last summer. The addition (left) will have 


State Psychiatric Institute at the 
Texas Medical Center, was dedi- 
cated in February, The $1.5 mil- 
lion plant is for the primary pur- 
pose of providing research and 
teaching facilities for mental ill- 
ness. It contains a 60-bed hospital 
and is part of the Texas Hospital 
System. 
Houston—Construction has be- 
gun on the $1 million, 106-bed 
Gulfgate General Hospital. The 
building is fireproof and will have 
exterior walls of brick and glass. 
Each room will have a floor-to- 
ceiling glass panel wall. Other 
features of the hospital include an 
audio-visual patient communica- ° oe al 
tion system and bedside oxygen ee noes ace ge eeekcdan ef te 
— As ee epee! plant i sth rt Se Gneelitenthapeedaie ae ie page ste chow 
will serve the building in case of Eye and Ear Hospital. Construction of these wings, and three others, will result from a 
a power failure in the regular sup- $21.5 million fund-raising campaign. 


THE ANNALS 


of The American Academy of Political and Social Science 


Texas 











a journal devoted to the discussion of social, political and 
economic problems. Presents as the September 1961 issue, a study 
of organization and the goals to be achieved to adequately meet the 
health needs of Americans. 


Meeting Health Needs By Social Action 


Edited by Marvin Bressler, Professor of Sociology, Graduate School 
of Arts and Science, and Chairman, Department of Educational Soci- 
ology and Anthropology, School of Education, New York University. 


e The Dimensions of the Problem 
e The Structure of Medical Services 
e Some Social Mechanisms for Meeting Health Needs 
e The Special Problem of Low-Income Groups and the Aged 
e Anticipating the Health Needs of Americans 


For full information write to: Single Copies 
3937 Chestnut Street $2.00 Nonmembers 
Philadelphia 4, Pennsylvania $1.50 Members 
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ply system. A special system pro- 
vides 100 per cent exchange of air 
in the surgical, obstetrical and 
nursery sections. 


Food Service Course Planned 
By Michigan State University 


The 7th annual 10-week course 
for hospital food service supervi- 
sors has been announced by the 
College of Home Economics, Con- 
tinuing Education Service, Michi- 
gan State University, East Lansing, 
Mich. The first nine weeks of the 
course will be held from Jan. 22 to 
March 23, 1962; the last week is 
scheduled for Oct. 1-5, 1962, after 
six months of hospital experience. 

The course is co-sponsored by 
the American Hospital Association, 
the American Dietetic Association 
and the hospital and dietetic as- 
sociations of Illinois, Indiana, Mich- 
igan, Ohio and Wisconsin. Tuition 
of $100 will be charged. 

The course of study will include 
the following subjects: Philosophy 
of hospital care and institutional 
organization; basic principles in 
food preparation; nutrition; com- 
munication skills; food purchasing; 
personnel management; training 
techniques; menu planning; food 
service administration; records and 
cost accounting; sanitation, and 
hospital safety. A seminar will be 
held each week to integrate the 
subjects presented and to discuss 
the application of selected mate- 
rial to the student’s work situation. 

Enrollment is limited to 40 stu- 
dents and applications should be 
made by Nov. 1, 1961. aad 





Association section 


(Continued from page 56) 


tively untried services such as home 
health services in any national pro- 
gram without first determining 
their exact cost and their influence 
on other offerings. 

I would summarize this discus- 
sion of estimated costs by saying 
our present opinion is that they 
may be seriously underestimated 
and that one result of such under- 
estimation could be a curtailment 
of benefits and a reduction in the 
quality of care. We fear also that 
this might produce serious at- 
tempts to control costs of the total 
program by actual interference 
with the provision of service. 


(Continued on page 112) 
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This is the cooler that 


pioneered a, trend 


Just a little over a year ago no one ever 
saw a cooler like this. We call it the 
Wall-Mount, truly a Halsey Taylor first. 

It mounts on the wall..no exposed 
fittings, no space behind cabinet to catch 
dirt or grime! Off the floor . . room under- 
neath for easy cleaning! The answer to 
maintenance-free installation and, like 
all Halsey Taylor fixtures, gives years of 
trouble-proof service. 


The Halsey W. Taylor Co., Warren, Ohio 


Write for latest catalog, or see Sweet's or the Yellow Pages 


THIS MARK OF LEADERSHIP IDENTIFIES THE MOST 
COMPLETE LINE OF MODERN DRINKING FIXTURES 


The Wall-Tite, big brother 
to the Wall-Mount. Fits 
tight to the wall. 





DISPOSABLE 
BASSINETS 


& Helps reduce 


cross-infection! 


B No scrub-up! 
* No re-use! 


* Made of strong, 
rigid, waterproof 
Flute-wood stock! 


és Choice of pink 
or blue 
decorations! 
Sample on Request 


mal tol ET Ot ©) 
Otol sslol- tah su ial om 


HENDERSONVILLE, N, C, 





We would urge a very careful 
reappraisal of the cost estimates on 
a realistic basis rather than in 
terms of imaginary savings result- 
ing from an anticipated decrease in 
the use of costly institutional care 
or cheaper methods of rendering 
care or any lessening of the de- 
mand which the aged will have for 
health services, 

ADDITIONAL MATTERS OF CONCERN 

Days of care provided. We find the 
language quite confusing and un- 
clear concerning the days of care 
to be provided. We do not know 
whether only 90 days care would 
be provided in a benefit period, or 
whether multiples of 90 days would 
be provided if separated by a peri- 
od of at least 90 days in which 
neither hospital nor nursing care 
was used. The language of the bill 
should be clear as to whether this 
90-day period of “no care” is lim- 
ited to care provided under the 
program or whether it refers to 
any care received. It is also unclear 
in the language whether the 90- 
day limit pertains only to the same 
illness. 

Age of eligibility. We would urge 
that the federal government not 
interfere with. the provision of 
health services through the volun- 
tary programs for the working 
population. Recognizing the diffi- 
culty of applying a valid retire- 
ment test, the beginning age for 
benefits under H.R. 4222 might be 
68, the age of retirement for most 
workers. The savings which would 
result if the age of participation 
were changed from 65 to 68 would 
likely offset the savings antici- 
pated from the deductible provi- 
sion now included in the bill. 

Determination of cost. The bill spec- 
ifies that the providers of services 
shall be paid the “reasonable cost” 
of such services. We object to the 
word “reasonable” because it is 
subject to varying interpretation 
and because we think it unneces- 
sary since the bill sets a workable 
procedure for determining costs. 


SUMMARY 


In summary, the American Hos- 
pital Association opposes the use 
of the social security tax in a pro- 
gram for the financing of health 
care for the retired aged, and there- 
fore it opposes H.R. 4222. 


Our examination of the bill fur- 
ther leads us to urge the Congress 
not to approve any program call- 
ing for the use of deductibles; to 
reject federal but to accept state- 
wide administration by Blue Cross 
Plans, and to undertake a more 
realistic estimation of the costs of 
this program, which we believe are 
at the moment grossly underesti- 
mated, with serious dangers inher- 
ent in such underestimation. 

I wish to express our apprecia- 
tion for the opportunity of present- 
ing to you the views of the Ameri- 
can Hospital Association on H.R. 
4222. The staff of the Association 
stands ready to consult further with 
this committee as it may request. 





NOTICE OF MEETING OF 
NEW COMMITTEE ON NOMINATIONS 


In accordance with the Bylaws 
of the American Hospital Associa- 
tion, the members are hereby no- 
tified of a meeting of the new 
Committee on Nominations in At- 
lantic City at the time of the annu- 
al convention. 

The new committee will hold 
its first meeting on Wednesday, 
September 27, 1961, from 11:30 
a.m, to 12 noon, in the Club Room 
of the Traymore Hotel. 

The purpose of the meeting is 
to begin work on nominations for 
candidates at the time of the an- 
nual meeting of the Association in 
1962 in Chicago. Members may 
submit names to the committee for 
consideration either by mail or by 
personal appearance before the 
committee in Atlantic City. Addi- 
tional meetings of this committee 
will be held in 1962, notice of 
which will be given in HOSPITALS, 
J.A.H.A. 

The chairman of the Committee 
on Nominations, beginning with 
this meeting, will be Tol Terrell, 
administrator of Shannon West 
Texas Memorial Hospital, San An- 
gelo, Tex. Other committee mem- 
bers will be: Ray Amberg, director 
of University of Minnesota Hospi- 
tals, Minneapolis 14; Russell A. 
Nelson, M.D., director of Johns 
Hopkins Hospital, Baltimore 5; 
Marshall I. Pickens, director of 
Hospital and Orphans Section, 
Duke Endowment, Charlotte 2, 
N.C.; Frank C. Sutton, M.D., direc- 
tor of Miami Valley Hospital, Day- 
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TH II 


You get 
4 Benefits 


from the 
Airkem 


Program 


for 
Environmental 
Health! 


1. Promotes a patient's speedy recovery. 

2. Removes mental burden on patient suffering 
from odorous disease. 

3. Reduces incidence of cross-infection. 

4, Improves worker morale and efficiency. 

5. Helps hold and keep trained personnel. 

6. Reduces work-load on maintenance staff. 

7. Creates more favorable impression on visi- 
tors, enhances reputation in the community, 
improves public relations, increases hospital 
prestige. 

No mystery about the Airkem program. 

It goes to the heart of the problem — it 

cleans all surfaces, it kills microorganisms, 

it kills insects, it kills odors by counter- 
acting them and it creates a unique air- 
freshened effect. It is the only complete 
program of daily sanitation maintenance. 
No other program is “like it.” 


Procedures are simple, easy to establish. 
Just use the indicated Airkem products, 
in the proper way, in their proper places 
in the hospital. Result: a clean, odorless, 
agreeable and healthful environment 
throughout the building. Airkem matches 
a treatment to each air-space, each odor 
problem, each cleaning and sanitation 
task. Inquire! 


See opposite column for 
one specific Airkem benefit 


AIRKEM 

For a Healthier 

Environment through 
EULLSAUE §=Modern Chemistry 
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ton 9, Ohio; G. Otis Whitecotton, 
M.D., director of Highland-Alame- 
da County Hospital, Oakland 6, 
Calif., and one member to be ap- 
pointed by the Board of Trustees 
at its meeting in Atlantic City in 


September 1961. 


Your president reports 


(Continued from page 57) 


tions. The number of committee 
meetings with state, metropolitan 
and regional associations was dou- 
bled. The AHA initiated and con- 
ducted a survey of programs, 
income and expense of state asso- 
cations. The survey is being ex- 
tended to metropolitan and re- 
gional associations. The AHA’s 
Midyear Conference for the presi- 
dents and executives of allied hos- 
pital associations and the summer 
conference for hospital association 
executives were characterized this 
year by new dimensions of subject 
matter and probings into problems 
of mutual concern to the AHA and 
allied association membership. 

Nursing Education. Much effort 
during the year has gone into de- 
veloping more realistic criteria for 
nursing education, and joint de- 
liberations continue between the 
American Hospital Association 
and the National League for Nurs- 
ing. Understanding has increased 
toward goals that are now defined 
and accepted. One set of criteria 
has been revised and accepted as 
interim criteria. Currently both 
organizations are working toward 
simplification of the criteria for 
accreditation and toward separat- 
ing essential criteria from guides 
for school improvement. The time 
element has been emphasized as 
important to the remaining work. 
Certainly, there has been concrete 
progress with mutual understand- 
ing of the challenge inherent in 
nursing education accreditation. 

Conclusion. The year’s progress 
was made possible by a most ex- 
cellent team—the members of the 
Association who give so generous- 
ly of their time and ability, and 
the competent Association staff 
whose responsibility it is to acti- 
vate the will of the membership. 
Implementation of our Associa- 
tion’s policy positions has resulted 
from their combined efforts. 








COMMON, 
problem 

of 
Laboratories, 
Live animals 
and Morgue 


There’s a “never-never land” in every hos- 
pital—spaces where nobody wants to go 
— because of the heavy, pungent, high- 
level, obnoxious odors, Odors of live labo- 
ratory animals, kennels, cages, autoclave 
rooms, pathological-laboratory processes, 
autopsies and morgue. 


YET—these odors NEED NOT BE 
PERMITTED! 


Airkem Gold Label is a specific for this 
class of odors. By matching them with 
their chemical opposites, it cancels them 
out — nullifies them. /t does not disguise 
them with strong perfumes. It produces an 
air-freshened effect. 


When you use Airkem Gold Label in 
either liquid or solid form, with the proper 
dispensing equipment, you can create and 
maintain a pleasurable, odorless air en- 
vironment in your own “never-never land.” 


Highly-trained and competent hospital 
personnel, and professional staff, should 
not be asked to tolerate conditions that 
sometimes are well-nigh intolerable! Call 
your nearby Airkem man. Let him demon- 
strate Airkem Gold Label. 


Ay John Hulse, Airkem, Inc. Dept. H9 
mers 241 East 44th St., New York 17, N.Y. 
Send representative to demonstrate how 
Airkem Gold Label counteracts high-level 


odors of laboratories, live animals, morgue, 
other problem areas. 
eee 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 

Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





WANTED 


BIO-PHYSICAL PRODUCTS EXPANSION 
OPPORTUNITY: Large electronics manu- 
facturing organization is interested in ac- 
quiring an electronic bio-physical products 
manufacturing concern which may find it 
advantageous to become associated with a 
company having research facilities on a 
targe scale. Communications on a confiden- 
ia asis if so required. Address - 
TALS, Box L-2. sx _—" 








FOR SALE 


NURSES: DO YOU WEAR A SIZE 8 or 
10?? We are overstocked in these sizes in 
cotton uniforms and are offering these at 
$2.98 each, or two for $5.00. Guaranteed to 
be a $6.00 value each, your money will be 
cheerfully refunded if not completely sat- 
isfied. When ordering, please state length: 
short, regular, or long. HENRY’S TRAD- 
ING POST, INC., P. O. BOX 606, LORIS, 
SO. CAROLINA. 








POSITIONS OPEN 





INSTRUCTOR FOR FUNDAMENTALS OF 
NURSING: B.S. degree in nursing educa- 
tion, or equivalent. Attractive salary and 
gratuities. 200 bed hospital. 37 students, 
three year diploma course. Address HOS- 
PITALS, Box L-3. 





MEDICAL RECORD LIBRARIAN: To head 
department in 500-bed general hospital 
being expanded to over 600 beds. Air- 
conditioned department, excellent fringe 
benefits, salary open. Apply: Personnel 
Director, The Reading Hospital, Reading, 
Pennsylvania. 





EXPERIENCED PHARMACIST for pro- 
gressive one-thousand bed state hospital. 
Must be graduate of approved school of 
pharmacy and eligible for Iowa License. 
Salary, $8700 per year for nine years or 
more experience. Forty hour week, thirty 
days sick leave, two weeks vacation, social 
security and retirement benefits. Write, S. 
M. Korson, M.D., Superintendent, Mental 
Health Institute, Independence, Iowa. 





MEDICAL SOCIAL WORKER: To plan 
and administer social casework program 
in relation to hospitalized patients and 
outpatients. A unique opportunity for 
someone who possesses vision, enthusiasm, 
and ingenuity. Salary open and extensive 
benefits. Address HOSPITALS, Box K-99. 





Information about 
QUALIFIED NURSE PERSONNEL 
is available from the 
American Nurses’ Association 


PROFESSIONAL COUNSELING & 
PLACEMENT SERVICE 
10 Columbus Circle 
New York 19, N. Y. 





cLaASAPDY ERTISING 


PSYCHIATRIC POSITIONS WITH MIL- 
WAUKEE COUNTY INSTITUTIONS AND 
DEPARTMENTS IN Wauwatosa, Wiscon- 
sin, a suburb of Milwaukee: DIRECTOR 
OF GUIDANCE CLINIC, $14,490 to $18,071, 
annually; challenging position directing 
the activities of dynamic modern, progres- 
sive child guidance clinic; med sch grad 
plus compl of intnshp & psych resdcy; elig 
for Wis med lic; cert in psych by Amer Bd 
of Psych & Neurlgy; 2 yrs exper in child 
psych or 6 mos supvsd wk in child psych 
during tng; formal application must be filed 
before 4 p.m., Sept. 28, 1961. 


CLINICAL DIRECTOR (Psychiatry), 
$14,490 to $18,071 annually; desirable open- 
ing in mental health center; med sch grad 
plus compl of intnshp & 3 yr resdcy in 
psych &/or neurlgy; elig for Wis med lic 
& cert by Amer Bd of Psych & Neurlgy 
in Psych &/or Neurlgy; 4 yrs exper in 
psych &/or neurlgy after compl] of reqrd 
resdcy. 


CHILD PSYCHIATRISTS, $14,490 to $18,071 
annually; med sch grad plus compl of in- 
tnshp & psych resdcy; elig for Wis med lic; 
cert in psych by Amer Bd of Psych & 
neurlgy; 2 yrs exper in child psych or 6 
mos spvsd wk in child psych during tng. 


PSYCHIATRIC PHYSICIANS, $10,550 to 
$17,116 annually; med sch grad plus compl 
of intnshp & 3 yrs resdcy in psych &/or 
neurlgy; elig for Wis med lic; salary de- 
termined by experience after residency. 


PSYCHIATRIC SOCIAL SERVICE DIREC- 
TOR, $8,014 to $9,479 annually; master’s 
degree in soc wk; 5 yrs exper in psych 
soc wk incl 2 yrs supvsn. Responsibility for 
development, direction & co-ordination of 
psych soc serv prgm at Mental Health 
Center-North Div. Formal application must 
be filed before 4 p.m., Sept. 28, 1961. 


Note: Initial salary may be at any step 
within basic range depending upon quali- 
fications. Attractions: Sound retirement 
plan including sccial security; liberal paid 
vacation, holidays, sick allowance, medical 
& group life insurance plans. Apply: 
MILWAUKEE COUNTY CIVIL SERVICE 
COMMISSION, Room 206, Courthouse, Mil- 
waukee 3, Wis. Please request applications 
by title. Where no final application date 
is indicated, applications are accepted any 
time. 


REGISTERED NURSE ANESTHETISTS: 
As one of a 10 member R.N.A. team for 
large modern operating pavilion. Latest 
equipment and procedures for regular and 
developmental surgery. Weekday call ap- 
proximately once every 2 weeks. Weekend 
call about once every 2 months. 5 day 40 
hour week. Time and one-half for over- 
time. Salary based on qualifications, with 
merit review. Exceptional benefits. Contact 
R. W. Vorwerk, Personnel Director, Cleve- 
land Clinic Foundation, 2020 E. 93rd Street, 
Cleveland 6, Ohio. 


HOSPITAL FOOD SERVICE DIRECTOR: 
Management Company, nationally recog- 
nized as a leader in its field, offers quali- 
fied candidate excepticnal opportunities in 
dietary department management. The man 
we are interested in holds a degree from 
a school with a specialized program in 
food and nutritional Management. He 
would have from five to ten years of suc- 
cessful dietary department management ex- 
perience in a hospital with 300 or more 
beds. He would possess a working knowl- 
edge of the Mechanics and logic of die- 
tetics and nutrition. He would be an or- 
ganizer, capable of training dietary 
department employees in their duties and 
work detail. Lastly, our man would be 
career-centered, interested in growing 
within our organization. If you feel you 
qualify as “Our Man”, send a detailed 
resume stating age, educational background 
and employment record or the last 
ten years of your employment. All inquiries 
will be held in strictest confidence. Address 
HOSPITALS, Box K-83. 


NURSE ANESTHETIST for 100 bed gen- 
eral hospital to complete staff of three. 
New, modern, air conditioned hospital lo- 
cated in Midwest University town. Salary 
open dependent on qualifications and ex- 
perience. Write: Jack mundson, Admin- 
~ el gl Doctors Hospital, Carbondale, 
nois. 














ADMINISTRATOR ASSISTANT; in per- 
sonnel—ability to talk and write effectively 
plus a working knowledge of techniques 
of supervising a newly created personnel 
department, are essential requirements. 
About 6M/yr., 250 beds, east central US. 
Write application to HOSPITALS, Box 





OUR 64th YEAR 
WOODWARD" 


185 \.Wabash-Chicaso, II. 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 


ADMINISTRATORS: (a) Adm 600-bd full 
acered gen; to $21,000; lge city; Calif. (b) 
Adm 450-bd full accred; med schl affil; 
very attract sal; educ centr; S. (c) MHA 
w/min 3 yrs exp, adm hsp inst w/2 units; 
1500 empl; exc, future & financl; E. (d) 125- 
bd JCAH; twn 25,000; vic $10,000 start; Mid- 
E. (e) Pref w/degree; adm 200-bd full 
accred children’s; sal open; lge city; MW. 
(f) Adm 80-bd gen; $9-$12,000; Calif area; 
expandg. (g) 70-bd gen; reqs exp in small 
hsp field; $10,000 or more; exc potentl; 
twn 37,000; MW. (h) Asst adm; pref just 
compltd res; 170-bd full accred gen; exc 
sal & 2 bedrm home; twn 100,000; E. (i) 
Asst adm serv dir; Reqs MA & trng, hsp 
acentg; to $9000; S. (j) Asst adm, pref 
woman w/degree; 400-bd full accred hsp: 
sal open; MW. (k) Asst adm 6 conval hsps; 
respons post w/exceptnl future potentl; W. 


ADMINISTRATIVE POSTS: (1) Bus Mngr; 
520-bd JCAH; $9600 & full maintnce; beauti- 
ful sectn; Calif. (m) Cl Mngr; 15 special- 
ists; exper pref; approx $12,000 start; twn 
100,000; MW. (n) Compt; 425-bd full accred 
hsp; cultural centr; Mid-E. (o) Dir of Per- 
sonnl; 450-bd full accred gen; exc potentl; 
lovely city; S. (p) Publ & Public Relatns 
dir; develope progs for leadg foundatn; 
pref fund raising exper; exc sal & travel 
expenses; fine oppor; E. (q) Purchasng 
dir; to intro & dir centralized prog sev 
units; SE. 


ANESTHETISTS: (a) Join staff of 2 in 
100-bd gen hsp; $8400; SW twn in rich oil 
prod area. (b) JCAH apprv’d gen hsp 80 
bds; $7200 & 50% call fee; lovely twn 25,000 
in resort area; So. (c) More than 1 to join 
busy dept, fully appr univ affil gen hsp 
400 bds; outstand’g univ, cultural ctr; E. 
(d) Gen hsp 150 bds; apprv’d JCAH: $8400; 
MW agric twn 15,000. 


DIRECTOR OF NURSES: (a) MS req’d to 
hd sch, serv, 250-bd vol gen hsp; vic $8500; 
N. Engl resort loca. (b) Outstand’g SW gen 
hsp affil impor univ med sch; 500 bds; very 
lge city. (c) Nurs’g serv & ed, 95 stud in 
coll affil schl; 300-bd vol gen hsp; to $9600; 
resid, trade ctr; city 35,000; MW (d) Serv- 
ice and/or schl; M.S. if will supv both; lge 
expan, remodel’g prog compl 1960; to $8400; 
150-bd gen hsp in So-central twn 50,000. 


EXECUTIVE HOUSEKEEPERS: (a) 2 
req’d for 2 co hosps on Cal coast; abt 
$6000 start for each; excel loca. (b) Supv 
about 80 in dept, 250-bd gen hsp; min $6000; 
Chgo area. (c) Req’s able indiv to replace 
nationally known hskpr; 500-bd fully ap- 
prv’d gen hsp; to $7000; MidE. coll city 
200,000. (d) Vol gen hsp 500 bds, busy out- 
pat, emergency rms; ideal SE coastal resort 
city 300,000 


FOOD SERVICE MANAGERS: (a) Req’s 
capable organizer to hd dept. 100-bd vol 
gen hsp; to $6000; MW. (b) New dept to 
be compl late 1961; 450-bd apprv’d gen hsp; 
min $7000; resid suburb SE univ ctr. (c) 
Also resp coffee shop, cafeteria in fully 
apprv’d vol gen hsp 300 bds; $6800; resort, 
coll city, SW 


PHARMACISTS: (a) Chief; 350 bd gen 
hsp; $7200; Cal coastal city. (b) Chief; supv 
staff of 8 in fully accred, air-cond gen 
hsp 300 bds; lge capital, univ city; So- 
central. (c) Hd serv in very ige psych 
hsp; $6400; agric area; SE. (d) Sole resp 
for dept, lovely new 100-bd air-cond gen 
hsp to open late 1961; nr resort loca, Texas. 


HOSPITALS, J.A.H.A. 





GENERAL DUTY STAFF NURSES: Vacan- 
cies on all services due to completion of 
new wing which has increased bed capac- 
ity above 400. Private general hospital with 
125 student school of nursing, 3 year di- 
ploma course. University nearby for ad- 
vanced study. 40 hour week. Excellent 
salary and liberal benefit program, includ- 
ing noncontributory pension plan, in out- 
standing midwestern institution. Centrally 
located in the city and convenient to resi- 
dential and shopping facilities. Living ac- 
commodations adjacent to the hospital 
available at nominal rent. Address HOS- 
PITALS, Box K-71. 


OPERATING ROOM NURSE wanted for 
272-bed general hospital. Must have OR 
experience. Complete, new modern op- 
erating area consisting of six operating 
rooms, air-conditioned with the latest 
modern equipment, plus 14-bed recovery 
room and central sterilizing. Excellent 
salary with one of the finest nurses’ per- 
sonnel policies. Beautiful nurses’ home 
with all private rooms nicely furnished. 
If interested, write or apply Dover Gen- 
eral Hospital, Dover, New Jersey, c/o C. 
T. Barker, Director. 


DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
members of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy — depending on 
operational requirements. Paid traveling 
expenses. Future based on individual 
growth potential. Submit complete resume, 
including education, internship and work 
background. All inquiries held in strictest 
= Address HOSPITALS, Box 
-48. 


EXECUTIVE HOUSEKEEPER: A very de- 
sirable position available immediately for 
an experienced housekeeper to carry on a 
well organized training program and di- 
rect our large housekeeping staff. We are 
a 450 bed general hospital with complete 
modern facilities. You will receive many 
employee benefits including an excellent 
retirement program. Please mail your pro- 
fessional qualifications to the Personnel 
Director, Butterworth Hospital, Grand 
Rapids 3, Michigan. 


REGISTERED OCCUPATIONAL THERA- 

PIST: Permanent full-time work; 31 psy- 

chiatric bed unit in a 500-bed general 

hospital. Contact: Personnel office, Toledo 

aaa 2142 No. Cove Blvd., Toledo, 
io. 


EVENING CLINICAL INSTRUCTOR: 
Should have B.S. degree in nursing edu- 
cation or equivalent, and minimum of two 
years experience in two of the following 
positions: instructor, assistant instructor, 
head nurse. 400 bed private general hos- 
pital with 125 student school of nursing, 
three year diploma course. Address HOS- 
PITALS, Box K-73. 


DIETITIANS: Positions open in two of the 
larger hospitals within a network of ten 
general hospitals operating in the Appa- 
lachian coal mining region of Kentucky, 
Virginia, and West Virginia. ADA mem- 
bership required, with experience in admin- 
istration, teaching, and/or therapeutics. 40 
hour week, 4 weeks paid vacation, 7 paid 
holidays, employee health program. Social 
security, plus non-contributory retirement 
plan. Salary open. Write or call collect: 
Miners Memorial Hospital Association, Box 
#61, Williamson, West Virginia. Phone— 
BElmont 5-2424, Ext. 24. 























ASSISTANT SUPERVISOR, EVENINGS 
AND/OR NIGHTS: Full or part time, 400 
bed private general hospital with school 
of nursing. Applicants should be in excel- 
lent health between approximate ages of 
26-45. B.S. degree in nursing or equivalent, 
with previous head nurse or supervisory 
experience required. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of midwest’s foremost in- 
Stitutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Address HOSPITALS, 
Box K-72 





REGISTERED MEDICAL RECORD LI- 
BRARIANS: Positions in three of ten gen- 
eral hospitals located in eastern Kentucky, 
southwestern Virginia, and southern West 
Virginia, operating on a regional pattern. 
Two positions can be filled by a recent 
graduate, other position requires 5 years 
experience for consultative duty to com- 
munity hospitals in region. Salary $4,869 
and $5,340 per annum. 40 hour week, 7 
paid holidays, 4 weeks vacation, Social 
Security, Employee Health and Increment 
program. Write: Miners Memorial Hospital 
Association, Box #61, Williamson, West 
Virginia. 





ADMINISTRATIVE DIETITIAN prefera- 
bly with experience in Mental ospital 
setting, to take complete management of 
dietetic service of 900-bed, progressive, 
teaching state hospital. Salary commensu- 
rate with experience and training. For ex- 
ample, with nine years experience with 
B.S. Degree, salary will be $7800 to $8700. 
Forty hour work week, thirty days sick 
leave, two weeks vacation, Social Security 
and State Retirement benefits. A.D.A. re- 
quired. Write, S. M. Korson, M.D., Super- 
intendent Mental Health Institute, Inde- 
pendence, Iowa. 





DIETITIAN: Must have hospital experi- 
ence and be qualified to take complete 
charge of Southern California hospital of 
75 beds in Pasadena area on full time 
basis. Salary open. Reply R. M. Mershon, 
Personnel Director, P.O. Box 74, Temple 
City, California. 





Attractive opportunity for ADA REGIS- 
TERED DIETITIAN in 500 bed hospital. 
Selection, training and supervision of di- 
etary employees; planning and writing 
modified diets. Salary commensurate with 
background and experience. Liberal ben- 
efits. Apply Personnel Director, Iowa 
Methodist Hospital, Des Moines, Iowa. 





DIETITIAN OR FOOD SERVICE MANA- 
GER for 60 bed gineral hospital in west 
central Michigan. To be in charge of 
kitchen and food service. Salary open. 
Contact: Ralph Tarr, Administrator, Grand 
Haven Municipal Hospital, Grand Haven, 
Michigan. 





DOROTHEA BOWLBY ASSOCIATES 
8 Souh Michigan Avenue Chicago 3, Ill. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 
A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
pists ... Engineers, Plant Superintendents, 
Pharmacists, Medical Record Librarians, 
Aneshetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 





POSITIONS WANTED 


FOOD SERVICE MANAGER: 15 years food 
management, experience-dietary supervisor 
320-bed hospital 2 years, manager dietary 
dept. 340-bed hospital 1 year. Have oper- 
ated centralized and de-centralized sys- 
tems. Excellent references. Have abilities 
but no degrees. Will re-locate if position 
challenging and financially rewarding. Ad- 
dress HOSPITALS, Box L-4. 








ASSISTANT ADMINISTRATOR: Medium 
or large hospital. Bachelor ot Business 
Administration and master of hospital ad- 
ministration degrees. Experienced in all 
phases of administration. Member AHA, 
APHA, NLN. Desire opportunity and 
challenge. Available for interview imme- 
diately or 63rd meeting AHA. Credentials 
and references on request. Address HOS- 
PITALS, Box K-90. 





RADIOLOGIST; Board certified; with 21 
years experience in departmental manage- 
ment; desires hospital connection; back- 
ground includes development of residency 
programs: professional resume on request. 
Address HOSPITALS, Box K-93. 





ASSISTANT ADMINISTRATOR: Presently 
responsible for hospital group. Highly 
qualified in administration and engineer- 
ing, 27 years experience, seeks challenging 
progressive position. Address HOSPITALS, 
Box K-93. 

ADMINISTRATOR with 20 years experi- 
ence in all phases of hospital work includ- 
ing three major building programs. Fellow, 
American College of Hospital Administra- 
tors. Availeble immediately. Address HOS- 
PITALS, Box L-1. 





WOOD WARDS 


185 \.Wabash-Chicago, ll 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 


ADMINISTRATOR: 31; MSHA, Northwest- 
ern; adm res & asst adm, 170-bd gen; 3 yrs 
asst adm 280-bd gen; seeks adm hsp 200 or 
more beds; exc well qual; any loc. 


ASSISTANT ADMINISTRATOR: 29; 
MSHA, Northwestern; 1 yr adm res & 1 yr 
adm asst, 210-bd gen; 3 yrs adm 70-bd 
gen; seeks asstshp 100-bds up; any loc. 


ANESTHESIOLOGIST: 32; Dipl; 2 yr res, 
anes, 1000-bd hsp; 2 yrs anes US Navy; 
2 yrs anes 175-bd hsp; 2 yrs anes 475-bd 
gen; seeks dir dept or fee-for-serv; well 
qual; recommend; pref Calif. 


PATHOLOGIST: 33; Cert in PA; elig in 
CP; univ trnd; 2 yrs priv pract & assoc 
prof in path, univ med schl; seeks post 
in hsp, inst, pref w/some academic. 


RADIOLOGIST: Dipl, diag, thera, isotopes; 
exc res, univ hsp; chiefshp exper, lge hsps; 
5 yrs priv pract; misses academic atmos- 
phere; seeks dirshp hsp w/affils. 








Effective but low-cost Communications 











Classified advertising is the lowest-cost method of advertising. It can serve your hospital effectively when you are 
recruiting employees or when you have used equipment to sell. 
The classified advertising rate is 35 cents per word with a minimum of $5.00 per insertion. Deadline: 30 days 


before publication date of the issue. 
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Patterns and Principles for Hospital Auxiliories 


A description of the steps to take in organizing new auxiliaries. 
Advice on principles of procedure os well as on mechanics of 
operation is offered. 


The Volunteer in the Hospitel........... ° weds tee 





This manual, intended i for the , wos 
Prepared to give assistonce in establishing stondards and basic 
gviding principles for volunteer service in the hospital. 


The Teen-Age Volunteer in the Hospital 
This booklet wos published to help hospitals develop well- 


planned teen-oge volunteer programs. The booklet should be 
used in i with the hy i volunteer manval. 





Guide, Membership and Public Relations for Women's Hospite! 

Auxiliaries eee , eeuee'e . $1.50 
Designed to assist auxiliories in planning membership programs 
which will broaden public understanding of the hospital and 
stimulate membership in the auxiliary. 


Publications available only to A.H.A. member groups. 
American Hospital Association 


840 North Loke Shore Drive Chicago 11, Illinois 
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CONTROL 
YOUR 
FOOD 


UNIFORM 
PORTIONS 


ROUND CASSEROLE 


Hall Casseroles make portion control automatic. The 
capacity of the dish assures uniform servings of the 
desired size—no need to depend upon the server's 
skill. Hall ware also provides an opportunity to pre- 
pare economical recipes which appeal to patients. 


Write for Bulletin SM-1. 


THE HALL CHINA COMPANY « EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking China 


OVAL FISH CASSEROLE 


OVAL CASSEROLE—HANDLED 


NEW YORK CASSEROLE 
INDIVIDUAL STEW POT—HANDLED 








SQUARE 


PRESSURE 


STERILIZERS | 

















Recessed or Cabinet 
Models. . . 16’’x 16’’x 24” or 
20’’x 20’’x 36’’ chamber sizes 


The scope of Amsco Square Sterilizers is as 
broad as their dependability is certain. 

The basic design is adaptable to Dressing, 
High Speed Instrument, Milk Formula or 
Laboratory installations. 

For example, in just a few minutes this 
O. R. Nurse will return to surgery with a tray 
of sterile instruments, ready for the surgeon’s 
immediate use . . . thanks to Amsco’s high 
speed Pressure Instrument Sterilizer. 

Final assurance of the reliability of these 
superior sterilizers is provided by the most 
positive sterilizer control ever designed... 
Cyclomatic ...a device at eye level which auto- 
matically programs the selected cycle from start 
to finish, without attention from the operator. 

Square Pressure Sterilizers may be adapted 
at the factory to meet your specific needs. 
Write for bulletins SC-362 and SC-312. 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 














World’s largest designer and manufacturer of 
Sterilizers, Operating Tables, Lights and 
related equipment for hospitals 





eee 








« { 


s 


tercerceceeeset 














| 











